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REAL COW HIDE BAGS WITH MOROCCO GRAIN 
OF QUALITY STRUCTURE & FINISH 


OPEN 


THE “GURR”™ 


CLOSED 


The “GURR” is a solid leather expanding case which when open displays the contents of its six trays 
tofull view. It closes into a very compact and elegant case. 
Very strongly made in real long grained hide. Black. 
Approx. size of trays: 154” x 3g” x 13” Approx. size of well: 153” x 7” x 4’ 
In long grain real hide. Black. Price £15. 


THE SHEERLINE 


SPECIALLY DESIGNED TO ACCOMMODATE A LARGE 
SPHYGMOMANOMETER AND DIAGNOSTIC SET. 


Fitted with three drawers and space for sphygmo. (Note: this space 
is extra large.) One of the drawers will take the new large diagnostic 
set. A polished wood rack complete with three bottles. Lined 
throughout with superior quality Rexine Leathercloth. 


Size approx.: 18” x I1}” x 6” 
In morocco grain real hide, black or brown. 
Approximate size of drawers: 
16%” x 5” x 13”; 16%” x 5” x 34”; 144” x 5” x 24” 
Approximate size of sphygmo. space: 
15” x 53” x 23” 
THE SHEERLINE Price £13 10s. 0d. 


‘GURR” and “SICO” are the registered trade marks of the Gurr Surgical Instruments (Pty.), Ltd. 


GURR SURGICAL INSTRUMENTS (Pty.) Ltd. 


Harley Chambers - Kruis Street - P.O. Box 1562 - Johannesburg 
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Now Available 


May we suggest, Doctor, that you 


watch your mail for further 


announcements and details? 


«ee USHERS IN A WHOLLY NEW ERA 
IN ANTI-INFECTIVE THERAPY 


P (Statement by Director, Antibiotics Division, U.S. Food and 
Drug Administration at World Antibiotic Symposium) 


MULTISPECTRUM TOLERATION 
: Ref. SOBIN et al., Antibiotics Ref. Personal communication presented 
j Annual 1954-55 p. 827. at Antibiotic Symposium 1956. 
; SYNERGISM CONTROL OF RESISTANCE 


Ref. ENGLISH etal., Antibioticsand Ref. ROYES et al., Antibiotics and Chemotherapy 
Chemotherapy VI: 511. August 1956. VI: 450. July 1956. 


Capsules of 250 mgm. Vials of 16 = *Zrade Mark of Chas. Pfizer & Co. Inc. 


Werle s Largest f 


PFIZER LABORATORIES South Africa (Pty.) Ltd., 
P.O. Box 7324, Johannesburg. 


4 ’ Sole Distributors: 
PETERSEN LTD., P.O. Box 38, Cape Town : P.O. Box 5785, Johannesburg : 113 Umbilo Road, Durban, South Africa. 


| 


XUM 


‘ 
| 
4 
- 


iv MEDICAL PROCEEDINGS + MEDIESE ByDRAES 


30 Maart 1957 


reducin 
the 
risk of 
reducin 


PRELUDIN 


brand of 2- phenyl! - 3- methyl - tetrahydro- I, 4- oxazine - hydrochloride 


*PRELUDIN—the appetite controlling agent that doesn’t 
affect the heart. Preupin, because it has no untoward 
effect on the heart, is the safest possible weight-reducing 
treatment for al] obese patients—particularly those with 
cardiovascular disorders or hypertension. Here, for the 
first. time, is a powerful appetite controlling agent that 
curbs the appetite, breaks the psychogenic overeating 
habit, and controls food intake without serious side eflects. 


It enables the patient to lose weight safely and without 
mental strain by strengthening adherence to a prescribed 
diet. PRELUDIN in recommended dosage, unlike dexam- 
phetamine, does not raise the blood pressure and does not 
create excessive mental stimulation. It is the prescription 
of choice in all cases of obesity—especially those with cardio- 
vascular disorders—because it reduces the risk of reducing. 
Preludin—the safe prescription for obesity 


Manufactured by Pfizer Ltd., for 
C. H. Boehringer Sohn, Ingelheim am Rhein 


Registered proprietors of the trade mark 


*Regd. Trade Mark 


Distributed in the Union of South Africa and the C.A.F. by Petersen Ltd. 


Medical Enquiries: PFIZER LABORATORIES South Africa (Pty) Ltd. 


P.O. Box 7324 Johannesburg 
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a new 
and distinctive oral 
autonomic ganglionic 


blocking agent 


IW Es V4 


TRADE MARK 


(MECAMYLAMINE 
HYDROCHLORIDE) 


BRINGS TO HYPERTENSION THERAPY SEVERAL IMPRES- 
SIVE CLINICAL ADVANTAGES. 

Clinical response is predictable and reproducible to 
a degree unparalleled by any other antihypertensive 


MEVASINE agent. 
Absorption of oral dose is almost 100 per cent. 
developed by the Other frequently used oral ganglionic blocking 
Merck Sharp & Dohme Laboratories — agents are poorly and erratically absorbed... 
t usually less than 20 per cent. 
has been found effective in more than 90 per cen Hypotensive effect begins gradually and lasts from 
of hypertensive patients. 6 to 12 hours. 


Frequently effective in patients refractory to all 
other antihypertensive agents. 


MERCK SHARP & DOHME INTERNATIONAL 

G&D Division of Merck & Co., Inc. 
161 Avenue of the Americas, New York 13, N.Y., U.S.A. 
Enquiries: P.O. Box 5933, Johannesburg. 


ME-1256-E(C) 


4 


South African Distributors: S.A. Druggists Ltd., Johannesburg; Heynes Mathew Ltd., Cape Town; S.A. Drug 
Houses, Durban; E.P. Drug House (Pty.) Ltd., Port Elizabeth; Free State Drug House (Pty.) Ltd., Bloemfontein. 
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die volledigste 


now... 
the most complete 
and completely up-to-date 
intranasal preparation 


when nasal passages are 
ngested, inflamed, infected 


iddel vir gebruik in die 
(Pty.) Ltd. — (Edms.) Bpk. 
‘4 
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antihistamine 


. 


nasal spray 
neus-sproeimiddel met 


-wanneer die neusholtes verstop. 
ontsteek of aangetas is 


15 cc. 
METIMYCIN 


[NASAL SPRAY} 


Schering Corporation 
OOMFELO 
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For Infant Feeding... 


ees 


\ 
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A 

FULL CREAM ACIDIFIED MILK E 

. .. is an acidified, full cream, powdered milk with added a 

carbohydrates for the feeding either partially or completely , 


of healthy babies from birth onwards. It is also re- 
commended in cases of vomiting and Marasmus, Skin 
Disorders, Dyspepsia, Diarrhoea and is specially suitable for 
the feeding of the premature infant. 


Pelargon is manufactured from rigorously controlled 
milk, acidified with 0.5% lactic acid, to which has been 
$d a” added2%starchand 5% sugar (dextrin-maltose and sucrose). 

“It is pasteurised, homogenised and then spray dried. 
Pelargon is bacteriologically safe and is rich in fat and 
protein, the fat being very well tolerated due to acidifica- 
tion. The fine coagulation of the protein is maintained by 
the starch (dextrinised) and the casein is totally decalcified. 

4 This results in the added advantage of producing, in the 
ee stomach, a fine flocculent curd resembling that formed 
from breast milk. Pelargon is therefore easily digested. 


PERCENTAGE COMPOSITION 
(DRY POWDER) 


FAT [PROTEIN | LACTOSE | 
17 16.5 23.5 | 
MALTO 
MINERAL SUCROSE DEXTRIN | 
SALTS (added) (added) 
43 125 125 
MOISTURE A NE ST LE’S PRODUCT 
85 22 3 


For further information and literature write to : 
Nestlé’s Medical Service, P.O; Box 1568, Durban. | a) 
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Pentoxylon 


TREATS THE 
ANGINAL PATIENT 
AND NOT MERELY 
HIS SYMPTOMS 


Initially, one 


tablet 4 times daily, 


} hour ante c. 


ees 

o f ° 


Cirotyl is supplied 
in bottles 
of 4 fl. ozs. 


*Trade Mark 
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will persistent 


Cirotyl* is a pleasantly flavoured preparation of Hi 
diacetoxydiphenylisatin, synthetic form of | H 

the active principle of prunes. Its action is i | 

gentle but persistent, similar to natural 

bowel movement, and is suitable for 

children and adults alike. It is not 

absorbed, is non-toxic, 

and is excreted entirely 

through the faeces. 


--- 


contact 
laxative 
preparation 


Belgian Congo, Angola Mocambique, Kenya, Uganda and Tanganyika. 


PARKE, DAVIS LABORATORIES (PTY.) LTD., P.O. Box 9971, Johannesburg and at Port Elizabeth. 
* Distributors in South Africa: Lennon Ltd., P.O. 80x 8389, Johannesburg and all branches. 
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REDAKSIONEEL EDITORIAL 


ASPEKTE VAN DIE ANTI-POLIOMIE- © 
LITIS-VELDTOG IN SUID-AFRIKA 


’N RASIONEEL BEPLANDE PREVENTIEWE 
PROGRAM TEEN PARALITIESE POLIOMIELITIS 
GEDURENDE DIE EERSVOLGENDE 
WINTERMAANDE 


Die stryd teen paralitiese poliomiélitis moet 'n 
algehele, volskaalse stryd wees, soos mev. Helen 
Suzman, L.V., op 12 Maart 1957 in die Volks- 
raad gesé het. Dit is noodsaaklik as ons enige 
redelike hoop op welslae wil hé. Dit is der- 
halwe van die allergrootste belang dat ons ons 
behoeftes (vir blankes en nie-blankes) so volle- 
dig as moontlik moet probeer vasstel, en dat 
ons dan kragdadig moet voortgaan met ’n goed 
georganiseerde immunisasieveldtog tussen die 
seisoenshoogtepunte van die poliomiélitis- 
epidemieé. Dit beteken dat ’n grootskeepse 
veldtog voorberei moet word vir die eersvol- 
gende wintermaande wanneer die voorkoms 
van die siekte dwarsdeur die land waarskynlik 
sy laagtepunt sal bereik. 

Die behoorlike vasstelling van ons behoeftes 
maak dit noodsaaklik om oorleg te pleeg met 
die mediese professie, insluitende nie alleen 
plaaslike gesondheidsbesture nie maar ook dok- 
ters in private praktyk. Dit sou rampspoedig 
wees as plaaslike besture ’n oneweredige deel 
van die beskikbare Amerikaanse entstof ont- 
vang. 

Onlangse voorvalle het bewys dat ons nie 
langer met vertrou daarop kan staatmaak dat 
voldoende voorrade van die plaaslik vervaar- 
digde entstof altyd op die regte tyd beskikbaar 
sal wees nie: Daarenteen is dit duidelik dat 


ASPECTS OF THE ANT 1-POLIOMY. ELITIS 
CAMPAIGN IN SOUTH AFRICA 


‘A RATIONALLY PLANNED PREVENTIVE 
PROGRAMME AGAINST PARALYTIC 
POLIOMYELITIS IN THE COMING WINTER 
MONTHS 


The war against paralytic poliomyelitis must 
be total, as Mrs. Helen Suzman, M.P., pointed 
out in the House of Assembly on 12 March 
1957. This is essential if it is to have any 
appreciable prospect of success. It therefore 
becomes vital to make a reasonably complete 
assessment of our requirements (White and 
non-White) and to press forward vigorously 
with a well organized immunization campaign 
in between the seasonal epidemic peaks of 
poliomyelitis. This means that an all-out drive 
should be prepared for the coming winter 
months when the disease is likely to be at its 
lowest incidence throughout the country. 

The proper evaluation of our needs requires 
a thorough canvass of the medical profession, 
so as to include not only local health authori- 
ties, but also doctors in private practice. It 
would be disastrous if local authorities received 
a disproportionate share of the available 
American vaccine. 

Recent events have proved that we can ‘no 
longer rely with confidence on sufficient and 
timely supplies of the locally manufactured 
vaccine, but it is clear that adequate quantities 
could be imported from the U.S.A. There is 
no reason why this should not be done. Indeed, 
Canada has abandoned its own manufacturing 
programme and is now buying its vaccine 
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afdoende hoeveelhede uit die Verenigde State 
ingevoer kan word. Daar is geen rede waar- 
om dit nie gedoen kan word nie. Kanada, 
trouens, het sy eie voorbereidingsprogram laat 
vaar, en koop tans al sy entstofbehoeftes in die 
Verenigde State. As ons derhalwe ons bestel- 
lings vir die Amerikaanse entstof betyds plaas, 
sal ons kan staatmaak op ’n betroubare en on- 
onderbroke toestroming van immunisasiestof 
wat, op sy beurt, weer die voltooiing van ’n 
doeltreffende veldtog vandeesjaar sal waarborg. 

By die vasstelling van ons behoeftes moet 
ons in gedagte hou dat die ouderdomsvoor- 
koms van die siekte heelwat verander het. Dit 
word erken in Denemarke waar twee-derdes 
van die bevolking onder die ouderdom van 40 
jaar teen die einde van Julie 1956 reeds teen 
paralitiese poliomiélitis ingeént was. Op die 
tydstip toe hierdie feit deur die Kopenhagense 
owerheid aan die Internasionale Kongres in- 
sake Kindergeneeskunde bekendgemaak is, het 
slegs een geval van paralitiese poliomiélitis in 
Denemarke voorgekom, en dit was ’n kind 
wat nie geént was nie. Dit vorm ’n skerp 
teenstelling met die posisie in 1952 toe daar 
2,400 gevalle van paralitiese poliomiélitis in 
Denemarke was. 

Ook in Amerika het die veranderde ouder- 
domsvoorkoms van die infeksie aanleiding ge- 
gee tot 'n intensiewe veldtog om die inenting 
van alle persone onder die ouderdom van 40 
jaar aan te moedig. Federale amptenare byge- 
staan deur plaaslike openbare gesondheids- 
groepe, mediese verenigings en die Nasionale 
Stigting vir Kinderverlamming het almal saam- 
gewerk om die nodige propaganda onder die 
publiek te maak. Hierdie profilaktiese veldtog 
is persoonlik deur die President van die 
Verenigde State gesteun en aangemoedig, met 
die gevolg dat ’n addisionele groot seksie van 
die Amerikaanse bevolking in die ouderdoms- 
groep 1-40 jaar ten minste 2 van die 3 anti- 
poliomiélitis inspuitings sal gekry het teen die 
tyd dat die 1957-poliomiélitisseisoen in daardie 
land bereik word. 

Ons, in Suid-Afrika, het nog altyd gepro- 
beer om nie by die res van die wéreld agter 
te raak vir sover dit ons veldtog teen paralitiese 
poliomiélitis betref nie. Daar is nog tyd om 
voorbereidings te tref vir ’n behoorlik georga- 
niseerde immunisasieveldtog gedurende 1957. 
As ons dit doen, sal ons beslis nie alleen ’n 
aansienlike aantal tragiese en voorkombare 
sterfgevalle onder kinders en volwassenes ver- 
my nie, maar ons sal ook ’n einde maak aan 
die katastrofiese vermeerdering van die aantal 
lewenslange kreupeles in Suid-Afrika. 
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requirements from the U.S.A. If, therefore, our 
orders for the American vaccine are placed in 
good time, we would be assured of a steady 
and reliable flow of immunizing material 
which would guarantee the completion of an 
adequate campaign this year. 

In assessing our requirements, we must bear 
in mind that the age incidence of the disease 
has altered very considerably. This has been 
recognized in Denmark, where two-thirds of 
‘the population under the age of 40 years was 
vaccinated against paralytic poliomyelitis by 
the end of July 1956. At the time of the 
report of this fact by the Copenhagen authori- 
ties to the International Congress of Pediatrics, 
only one case of paralytic poliomyelitis had 
occurred in Denmark and that was in a child 
who had not been inoculated. This is in strik- 
ing contrast to the position in 1952 when there 
were 2,400 cases of paralytic poliomyelitis in 
Denmark. 

In America, also, the altered age incidence 
of the infection has led to an intensive cam- 
paign to encourage vaccination of all persons 
under the age of 40. Federal officials, together 
with local public health groups, medical 
societies and the National Foundation for In- 
fantile Paralysis have co-operated in the neces- 
sary public propaganda. The President of the 
United States has personally supported and 
encouraged this prophylactic programme with 
the result that an additional large segment of 
the American population in the age range 1-40 
years will have had at least 2 of the 3 anti- 
poliomyelitis inoculations by the time the 1957 
poliomyelitis season is reached in that coun- 
try. 
We, in South Africa, have tried not to lag 
behind the rest of the world in our campaign 
against paralytic poliomyelitis. There is still 
time to prepare for a properly organized im- 
munization campaign during 1957. If we do 
this, we can with certainty not only prevent 
a considerable number of tragic and avoid- 
able deaths in children and adults, but also 
stop the catastrophe of adding to our popula- 
tion of life-long cripples. 


THE INTERVAL BETWEEN THE FIRST AND THE 
SECOND INJECTIONS OF POLIOMYELITIS 
VACCINE 


There has been considerable irritation that 
many children who have received their first 
penicillin injection have not received their 
second injection, even though 6-7 months 
have elapsed. Some concern has even been 
expressed that the second injection, when given 
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DIE TYDPERK TUSSEN DIE EERSTE EN DIE TWEEDE 
INSPUITINGS VAN POLIOMIELITIS-ENTSTOF 


Heelwat misnoegdheid is veroorsaak deur die feit dat 
baie kinders wat die eerste penisillieninspuiting ont- 
vang het, nie die tweede gekry het nie hoewel 6-7 
maande reeds sedert die eerste verstryk het. ’n Seker 
mate van besorgdheid is selfs uitgespreek oor die 
moontlikheid dat die tweede inspuiting, as dit so 
lank na die eerste gegee word, miskien nie langer 
die vermoé sal hé om geskikte teenstowwe te voor- 
skyn te bring nie. Dit wil voorkom asof hierdie 
vrees ongegrond is, as ons moet oordeel na ‘n 
persoonlike mededeling wat ons so pas ontvang het 
van dr. Jonas E. Salk, pionier op die gebied van 
die poliomiélitis-entstof wat vandag dikwels by sy 
naam genoem word. Die gevaar, sé dr. Salk, lé 
opgesluit in ‘n te korte tussenpose wanneer die 
pasiént miskien nog nie die nodige sensitisasie op- 
gedoen het sodat optimum-reaksie deur die tweede 
inspuiting geproduseer kan word nie. 

Die enigste nadeel van 'n lang tussenpose is dat die 
persoon onvolledig beskerm of glad nie beskerm is 
nie, aangesien beskerming (binne perke) saam met die 
aantal inspuitings toeneem. As alle ander dinge gelyk 
is dan skyn dit asof die teenstofreaksie op latere 
inspuitings ietwat beter is as die tydperk tussen 
inspuitings verleng word. Uit die immunologiese 
standpunt is daar derhalwe geen nadeel in terme 
van die kwantitatiewe reaksie op die tweede in- 
spuiting nie. Die gevaar lé opgesluit in ondoel- 
matige beskerming en die valse gevoel van veilig- 
heid wat ’n enkele inspuiting van die entstof kan 
gee. Daar is vasgestel dat Suid-Afrikaanse kinders 
wat ’n enkele inspuiting van poliomiélitis-entstof 
gekry het, nogtans poliomiélitis opgedoen het. 


DIE PENISILLIEN-INHOUD VAN DIE PLAASLIK 
VERVAARDIGDE ENTSTOF 


In die pamflet wat die poliomiélitis-entstof wat 
in Suid-Afrika vervaardig word, vergesel, word 
daar onomwonde verklaar dat die entstof 100 
eenhede penisillien per k.s. bevat. Hierdie feit 
is dan ook die rede waarom ons in die in- 
leidingsartikel wat op 2 Maart 1957, bl. 92, in 
hierdie Tydskrif gepubliseer is, gesé het dat 
die Suid-Afrikaanse entstof ,’n aansienlike aan- 
tal eenhede penisillien per k.s. bevat.’ 

Ten tyde van die publikasie van hierdie ver- 


klaring het ons geen vergelyking getrek met. 


die penisillien wat vervat is in die entstowwe 
wat in die Verenigde State voorberei word nie. 
Na die verskyning van ons inleidingsartikel, 
egter, het die Voorsitter van die Raad van 
Trustees van die Poliomiélitisnavorsingstigting 
dit nodig bevind om aan te kondig dat hy 
deur die tegniese adviseurs van die Stigting 
verseker is ,dat die Amerikaanse entstof presies 
net soveel penisillien as die Suid-Afrikaanse 
entstof bevat.’! 

Aangesien daar in die Verenigde State ten 
minste 5 verskillende fabrikante van polio- 


1. The Star, 7 Maart 1957, bl. 4. 


Mepicat PROCEEDINGS MEDIESE ByDRAES 139 


so long after the first, may have lost its power 
to evoke the appropriate antibodies. This fear 
seems to be unfounded, according to a personal 
communication we have just received from Dr. 
Jonas E. Salk, the pioneer of the poliomyelitis 
vaccine which is often referred to now by his 
name. The danger, Dr. Salk points out, is in 
the use of too short an interval when the sub- 
ject may not have acquired the necessary sen- 
sitization so that the optimal reaction can be 
produced by the second injection. 

The only disadvantage of the long interval 
is that the person is incompletely protected or 
not protected at all, since protection increases 
(within limits) with increasing numbers of 
inoculations. All other things being equal, the 
antibody response to subsequent injections 
seems to be somewhat better, if the interval 
between inoculations is prolonged. From the 
immunological standpoint, therefore, there is 
no disadvantage in terms of the quantitative 
response to the second injection. The risk lies 
in the inadequate protection and the false sense 
of security which an isolated injection of the 
vaccine may give. It is established that South 
African children who have had single injec- 
tions of poliomyelitis vaccine have nevertheless 
contracted poliomyelitis. 


THE PENICILLIN CONTENT OF THE LOCALLY 
MANUFACTURED VACCINE 


In the leaflet accompanying the poliomyelitis 
vaccine manufactured in South Africa, the 
plain statement occurs that the vaccine con- 
tains 100 units of penicillin per c.c. This fact 
was our reason for stating, in the Editorial 
published in this Journal on 2 March 1957, 
at p. 91, that the South African vaccine ‘con- 
tains an appreciable number of units of peni- 
cillin per c.c.’. 

At the time we published this statement, 
we made no comparison with the penicillin 
contained in the vaccines manufactured in the 
U.S.A. After the appearance of our Editorial, 
however, the Chairman of the Board of Trus- 
tees of the Poliomyelitis Research Foundation 
found it necessary to state that he had been 
assured by the technical advisers to the Foun- 
dation ‘that the American vaccine contains 
exactly the same amount of penicillin as the 
South African ’.! 

As there are at least 5 different manufac- 
turers of poliomyelitis vaccine in the US.A., 
this statement is not particularly clear. With 
which of the American vaccines is the com- 


1. The Star, 7 March 1957, p. 4. 
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miélitis-entstof is, is hierdie .verklaring nie 
besonder duidelik nie... Met -watter een van 
die Amerikaanse .entstowwe word verge- 
lyking getrek? Of word.’n vergelyking met 
almal getrek? In elk geval skyn dit asof daar 
’n botsing van feite is, want in die pamflet wat 
uitgereik word saam met bekende’ Ameri- 
kaanse soort  poliomiélitis-entstof daar 
verklaar dat hierdie Amerikaanse entstof.,min 
of glad geen penisillien-bedrywigheid het nie.’ 
’n Ander bekende Amerikaanse soort maak 
aanspraak daarop dat. die ,penisillien-konsen- 
trasie baie klein’ is, Die inligting wat. beskik- 
baar was op die tydstip toe ons die aandag 
gevestig het op die aansienlike aantal eenhede 
penisillien in die Suid-Afrikaanse entstof maak 
dit onmoontlik om die aanspraak te staaf dat 
die Suid-Afrikaanse entstof dieselfde hoeveel- 
heid penisillien bevat as die genoemde twee 
soorte Amerikaanse entstof. Ons oorspronklike 
verklaring oor die plaaslike entstof word verder 
bevestig in die pamflet wat die entstof verge- 
sel wat op 13 Maart deur die Suid-Afrikaanse 
Poliomiélitis-Stigting uitgereik is. Hierin word 
weer eens duidelik verklaar dat die entstof 100 
eenhede penisillien per k.s. bevat. 

Ons het die aandag gevestig op die penisil- 
lien in die Suid-Afrikaanse entstof (of, wat dit 
betref, in enige ander entstof) toe ons die 
kwessie van die toenemende aantal penisillien- 
reaksies en -sterfgevalle in Suid-Afrika be- 
spreek het. Ons het verklaar : 

sDie een of ander preventiewe roetine-stap het 
nodig geword omdat ons kan verwag dat die voor- 
koms van penisillien-reaksies (insluitende sterfge- 
valle) sal toeneem. ‘n Profilaktiese program teen 
penisillien-reaksies het veral noodsaaklik geword in 
Suid-Afrika waar grootskeepse immunisasie met anti- 
poliomiélitis-entstof op die. oomblik plaasvind. Die 
jongste berigte meld dat meer as 300,000 dosisse van 
die plaaslik vervaardigde entstof reeds uitgereik ‘is, 
en dit is bekend dat die Suid-Afrikaanse entstof ’n 
aansienlike aantal eenhede penisillien per kis. bevat. 
Hierdie hoogs aanbevelenswaardige massa-aanval op 
paralitiese poliomiélitis bring dus mee dat iedere 
vatbare kind in die land ‘teen penisillien gesensiti- 
seer sal word, met die moontlikheid van ’n ernstige 
reaksie as die antibioticum later in terapeutiese hoe- 
veelhede gebruik word. Ons poliomiélitis-bestrydings- 
program is dus op sigself ‘n kragtige rede vir die 
roetiene-byvoeging van 'n geskikte antihistamienmid- 
del by penisillien. wanneer ook al dit parenteraal 
toegedien word.’ 

Dit is van belang dat die pamflet wat die plaas- 
like entstof vergesel ook 'n waarskuwing onder die 
opskrif Kontra-Indikasies bevat, nl. dat persone wat 

is as sensitief vir penisillien nie met die 
entstof behandel moet word nie, Mediese praktisyns 
moet. derhalwe besef dat ’n sekere aantal vatbare 
persone wat met die Suid-Afrikaanse entstof geént 
= bes moontlik teen ‘penisillien gesensitiseer sal 
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parison being made, or is it being. made with 
all of them? In any event, there certainly 
appears to be a conflict of fact, since the 
leaflet. issued with one well-known American 
brand of poliomyelitis vaccine states that this 
Ameérican vaccine ‘has ‘little or no penicillin 
activity’ and another well-known American 
brand claims that its penicillin ‘concentration 
is minute’. The information available at the 
time we drew attention to the appreciable 
number of units of penicillin in the South 
African vaccine, makes it impossible to recon- 
cile the claim that the South African vaccine 
contains the same amount of penicillin as do 
at least these particular brands of American 
vaccine. 

Our original statement about the local vac- 
cine is further substantiated in the leaflet 
accompanying the vaccine issued by the South 
African. Poliomyelitis Research Foundation on 
13 March 1957, which states again unequivo- 
cally that the vaccine contains 100 units of 
penicillin per c.c. 

We drew attention to the penicillin con- 
tained in the South African vaccine (or in any 
other vaccine, for that matter) in discussing 
the problem of the increasing number of 
penicillin reactions and deaths in South Africa. 
We stated: 

‘Some routine preventive step has become neces- 
sary because it can be expected that the incidence 
of penicillin reactions (including deaths) will in- 
crease. A prophylactic programme against penicillin 
reactions has become particularly necessary in South 
Africa, where large-scale immunization with. anti- 
poliomyelitis vaccine is taking place, Latest reports 
indicate that over 300,000 doses of locally. manu- 
factured vaccine have been issued and it is known 
that the South African vaccine contains an appre- 
ciable number of units of penicillin’ per.c.c. . This 
highly commendable mass attack against paralytic 
poliomyelitis does nevertheless ensure that every 
susceptible child in the population ‘will ‘become 
sensitized to, penicillin, with the possibility of a 
serious reaction when the antibiotic is used subse- 
quently in therapeutic amounts. Our anti-poliomye- 
litis programme is thus in itself a powerful reason 
for the routine addition of a suitable antihistaminic 
drug to penicillin whenever this is administered 
parenterally.” 

It is of interest that the leaflet accompany- 
ing the local vaccine, under, the heading 
Contra-Indications, actually, warns against 
administering the vaccine to persons known 
to be sensitive to penicillin. It is important, 
therefore, for medical practitioners to realize 
that a certain number of susceptible subjects, 
who have been inoculated with the South Afri- 
can vaccine, may have become sensitized to 
penicillin. 


(See also p. 163) 
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BREECH DELIVERY* 


BrYAN C. MurLeEss, M.B., B.CH. (CANTAB.) F.R.C.S., F.R.C.0.G.+ 
Durban 


Nature prefers babies to be born head first. 
This statement may sound obvious, but those 
who have witnessed a well-conducted breech 
delivery in a woman with a large pelvis and 
strong pains, might feel entitled to doubt its 
veracity. Potter,!° of Buffalo, and his followers 
were influenced by the ease of breech delivery 
and became so skillful in managing these cases 
that at one time they advocated routine version 
of normal vertex presentations to facilitate the 
birth. However, the fact remains that more 
babies survive when delivered head first. 

The over-all mortality of uncomplicated 
breech labour is probably in the region of 7%, 
and this figure may be generous, although at 
some clinics, notably Liverpool, where a set 
technique is practised by experienced operators, 
year by year the foetal loss has been reduced 
and was as low as 2.41% in 1952.3 

A study of the causes of foetal deaths and 
the best means of avoiding them should lead 
us to the technical principles of delivery. 

The best means of avoiding foetal loss is to 
avoid breech delivery and this is achieved by 
external version. 


EXTERNAL VERSION 


Luckily most breech presentations turn spon- 
taneously before term, certainly over 80%. 
Most will turn before the thirty-second week 
and if they do not, version should be 
attempted. 

Version is justified before the thirty-second 
week in cases where it is judged a tense 
abdominal wall or other circumstances may 
cause difficulty. Spontaneous version does not 
occur in those women who have a tense, pear- 
shaped uterus and scanty liquor. In such cases 
the legs are nearly always extended. Extension 
of the legs does not prevent spontaneous ver- 
sion, but is a result of the lack of liquor and 
uterine tension. They are in fact extended 


* A lecture given to the Post-Graduate Refresher 
Course held at the Medical School, Natal Univer- 
sity, Durban. 

+ Senior Obstetrician and Gynaecologist, King 
Edward VIII Hospital, Durban, and Lecturer to 
the Department of Obstetrics and Gynaecology, 
Natal University, Durban; Assistant Gynaecologist, 
Addington Hospital, Durban. 


because there is no room for them to flex. It 
follows that in the vast majority of breech 
deliveries at term, the legs are extended. 

Version under Anaesthesia. \f the baby can- 
not be turned, should version be attempted 
under anaesthesia? Opinion seems divided. 
Those against point out that the foetal 
mortality of this operation is in the region of 
2%. 5 Those in favour remind us that version 
is successful in 80% and this makes the opera- 
tion worth while.® 

My advice is to attempt version under 
anaesthesia in selected cases only. Experience 
shows that success can be expected in the 
nervous patient with voluntary muscles held 
tight. On the other hand, the operation is 
doomed to failure when the uterus is tense 
and irritable, the liquor scanty and the ex- 
tended breech deeply engaged in the pelvis. 

Technique of Version Under Anaesthesia. 
X-rays exclude placenta praevia, hydrocephalus 
and other abnormalities which may contra- 
indicate the operation. 

The patient is admitted to hospital the night 
before and given Omnopon gr. }, Scopolamine 
gr. 1/150 one hour before operation. The 
bladder and rectum are emptied. The head 
of the table is tilted down 15 degrees. Pento- 
thal (with Flaxedil) anaesthesia is used and 
the operation should be completed within 3 
minutes of injection of the relaxant. 

Disengage the breech if necessary and turn 
the baby the way the head has least distance 
to travel. If this fails, try the opposite direc- 
tion or a somersault in the antero-posterior 
plane may succeed. In all manipulations only 
gentle pressure must be used. 

Wait if the uterus contracts; it will relax 
again in a few seconds. Listen to the foetal 
heart during and after the attempt. 

When version is successful, the head may 
remain surprisingly high as it often becomes 
extended. Usually it will settle into the pelvis 
within 24 hours. I have never found pads or 
binders of any value in the case which is 
inclined to recur. 

Whether version is successful or not, take 
the opportunity to do a vaginal examination 
and assess the pelvis clinically. 

Causes of Failure. Most commonly version 
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under anaesthesia fails because the case is badly 
chosen and the uterus is irritable and tense. 
As pointed out earlier, extended legs do not 
cause failure directly. A bicornuate uterus 
may cause failure more commonly than is 
generally supposed, as the condition, in vary- 
ing degrees, is fairly common. 

Risks of the Operation. Separation of the 
placenta may occur during or after the proce- 
dure, and is the commonest cause of disaster. 

Loss of blood per vaginam may be serious 
or slight. The operataion is stopped imme- 
diately and the foetal heart recorded half 
hourly. Preparations are made for caesarean 
section, should evidence of foetal distress arise. 
The patient is kept in hospital for at least 48 
hours after the incident. 

Rupture of the uterus has been recorded 
during version under anaesthesia. The opera- 
tion is definitely contra-indicated after previous 
caesarean section or extensive myomectomy. 

Postural Exercises. Version under anaes- 
thesia must be attempted once only. When it 
fails, instruct the patient to sleep with the foot 
of the bed on blocks and occasionally spon- 
taneous version occurs. 

Balak! has described exercises to right the 
position. These consist of flexing and extending 
the spine while in the knee-chest position. He 


claims a success rate in breech cases of 92%. 


If all fails, the patient must either be delivered 
as a breech or by abdominal section, which is 
indicated in special circumstances only. 


FoETAL Loss IN BREECH DELIVERY 


The chief causes of foetal loss may be listed 
as: 

. Contracted pelvis. 

. The large baby. 

. Prolapse of the cord. 

. Soft tissue dystocia. 

. Disordered uterine action. 

. Unattended delivery. 

Contracted Pelvis. If the baby is compared 
to a wedge, with the head and shoulders repre- 
senting the wide end, it is easy to see how 
dangerous is pelvic contraction. All cases must 
have radiological pelvimetry (if this is obtain- 
able) and a careful clinical assessment. Even 
minor degrees of contraction can cause disaster 
and the question arises where to draw the line 
and perform elective abdominal section. This 
is a problem for fine obstetric judgment, as 
no trial labour is possible. The weight of 
previous vertex babies is of no help and may 
be dangerous for, with moulding, quite large 
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babies are often delivered through a markedly 
contracted pelvis. 

Hence unexpected difficulty most often 
occurs in multipara. Age of mother, size of 
baby, history of previous stillbirths or long 
sterility are all factors which may influence 
the decision, but abdominal delivery is prob- 
ably safer as a routine in any case where the 
average inlet or outlet area is reduced by more 
than 15%. 

The Large Baby. Cox* has shown that the 
foetal mortality increases as the weight of the 
baby exceeds 7 lb. Incidentally, it also increases 
as the weight drops below 5 lb. 

Marshall!? has favoured abdominal delivery 
in cases where the estimated weight of the 
baby exceeds 9 Ib. with a normal pelvis or 
7 lb. with a doubtful pelvis. 

This might be a useful guide if clinical 
estimation of the baby’s weight was accurate, 
but unfortunately it is notoriously difficult, and 
unnecessary caesarean sections would be in- 
evitable. It is again a question of judgment 
and experience. 

With the large baby, death is commonly 
due to asphyxia and not head injury. It is 
caused by interruption of the foetal circulation 
from pressure on the cord. This can easily 
occur with the large baby; for manipulations, 
notably breech extraction, are more often 
necessary and lack of room makes them more 
difficult and protracted. 

Added to this there is usually a delay 
throughout delivery and pressure on the cord 
between head and shoulders and pelvic brim 
is more frequent. 

Prolapse of the Cord. This complication is 
said to be 7 times commoner with breech 
presentation. Daley and Michael!? found an 
incidence of 5% in 498 cases. A high foetal 
mortality must be expected. It is a fantasy 
that prolapse is less dangerous in breech than 
in vertex presentations. Even slight pressure 
can affect the circulation in the cord and this 
can be exerted by the soft tissues. 


It is more common in multipara and, nearly 
always, the legs are flexed and the breech is 
above the pelvic brim. Fortunately such cases 
are usually corrected by external version or 
else the incidence of prolapsed cord would be 
much greater. It does not occur where the 
legs are extended and the breech engaged, 
hence the prognosis in these cases is more 
favourable. 

Prolapse occurs at any time after rupture 
of the membranes and an early vaginal exami- 
nation must be done. It demands immediate 
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and active treatment. As a temporary mea- 
sure the foot of the bed may be raised and 
the mother given oxygen. The cord should 
be replaced if possible, but it is sure to pro- 
lapse again. 

Only two forms of treatment need be con- 
sidered. Immediate breech extraction if the 
cervix is completely effaced, and abdominal 
section if it is not. 

Soft Tissue Dystocia. Pressure of the soft 
tissues is probably one of the commonest 
causes of foetal loss and often the most easily 
avoided. Asphyxia occurs as a result of direct 
pressure of the perineum or the lower vagina 
on the cord after the umbilicus is born. If in 
addition the fingers or hand have to be in- 
serted, the danger is increased. 

Rigidity of the soft tissues can also delay 
delivery of the trunk, especially if the legs are 
extended, as is usual, for their splinting action 
makes it difficult for the baby to ‘turn the 
corner’ out of the birth canal. In addition, 
delivery of the head itself may be delayed. 
That soft tissue dystocia may cause cranial 
damage is undoubted and is probably more 
frequently to blame than the bony pelvis. The 
danger is, of course, exaggerated when the 
infant is premature and the foetal skull soft. 

These hazards can nearly always be avoided 
by adequate episiotomy performed at the right 
time. 

Stretching the soft tissues by massage may 
also be helpful. In certain cases where the 
whole vagina is abnormally small a caesarean 
section may be indicated. 

Disordered Uterine Action. Disordered 
action of the uterus is more common with a 
breech presentation. It is certainly more 
dangerous. These cases usually end in breech 
extraction, which itself carries a high mortality. 
Also, it has been shown that the foetal risk 
increases with the length of labour.? In addi- 
tion, a certain maternal mortality, due to ob- 
stetric shock or post-partum haemorrhage after 
breech extraction at the end of a long labour, 
cannot be overlooked. 

With these facts in view I make it a rule 
to deliver by abdominal section if dilatation 
is not full or proceeding normally after 48 
hours of uterine contractions. 

Unattended Delivery. Foetal loss is high 
when breech delivery is unattended and this 
again shows that Nature does not approve of 
this position. 

It is a fairly common occurrence, as in 
breech cases the first stage and delivery as far 
as the shoulders, often through an uncom- 
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pletely dilated cervix, can be very quick indeed. 

As might be expected, such deliveries are 
often premature. 

Therefore make it a rule that all breech 
cases are delivered in hospital and admitted 
at the first signs of labour. If this is not pos- 
sible, they must be kept within easy reach 
of medical attention. 


TECHNIQUE OF BREECH DELIVERY 


Innumerable methods and manoeuvres have 
been described. My advice is to learn one well- 
proved technique and to adhere to it. Practice 
is important and when, in these days of good 
antenatal care, most cases are corrected by 
version, it is hard to obtain. 

I favour a method of delivery based on that 
described by Burns.2 The principles of all 
methods must be: 

1. Avoid prolonged pressure on the cord. 

2. Avoid delay after the umbilicus is born. 

3. Assist with fundal pressure. 

4. Slow controlled delivery of the head. 

During the first stage the patient is kept 
in bed with adequate sedation. A vaginal 
examination is done as soon as the membranes 
rupture. Feel for possible prolapse of the cord 
and listen to the foetal heart. The patient is 
not allowed to push until'the cervix is fully 
dilated and, even if a leg is showing, make 
sure dilatation is completed. Usually the but- 
tocks distend the vulva within 14 hours of 
a full dilatation. The patient is now placed 
in the lithotomy position, with buttocks over 
the side of the bed. This is important and 
essential for this technique. The bladder is 
emptied with a catheter. An anaesthetist is 
now called and for the time being gives 
Trilene, which does not abolish co-operation. 
At the height of a contraction, when the foetal 
anus is showing, a deep cut is made in the 
perineum to one side of the anus under local 
anaesthesia. Episiotomy is made in all cases. 
With the next pain the buttocks turn the 
corner and the trunk descends as far as the 
umbilicus. If the trunk is slow in descendin ng 
to this level, gentle groin traction with” 
finger and fundal pressure are used. 


The voluntary effort is now over and the 
anaesthetic is started. Pull down a loop of 
cord. This is done to stop any tension as the 
trunk descends further. More often than not 
the cord is not pulsating or is pulsazing slowly. 
This need not cause alarm as the routine pro- 
ceeds whatever the cord is doing. From now 
on, do not wait for contractions and do née 
waste time. If flexed, the legs have _alréady 
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been hooked out as the buttocks descended. 
If extended, as is usual, the thighs are now 
abducted and the feet hooked out easily. Very 
often the knees are seen to be hyperextended 
and some pressure may be necessary to abduct 
and flex them. 

Fundal pressure is now applied till the 
anterior scapula is showing. Keep the trunk 
descending with the shoulders in the mother’s 
sagittal plane. Two fingers are passed into the 
vagina, and the arms (if lying flexed across 
the thorax) are easily hooked out. Now let the 
baby hang down by the neck. This is the 
essential part of the Burns manoeuvre to fol- 
low. The head enters the pelvis in the trans- 
verse diameter. Often the trunk may be seen 
to drop and the neck appears to elongate. Hot 
towels are unnecessary. Grip the ankles with 
a small towel in the left hand and apply gentle 
tension towards the floor. Swing the ankles 
slowly in a wide arc, maintaining outward ten- 
sion all the time, until the baby’s body is 
over the vulva. At the same time watch the 
perineum, which will be distended as the chin 
and mouth appear at the vulva. Clear the 
air passages and imsert a retractor if necessary. 
Now slowly ease the head through the vulva 
by upward pull on the ankles and gentle 
suprapubic pressure. Delivery must be slow 
and controlled. Try the manoeuvre once only. 


DIFFICULTIES IN DELIVERY 


The Breech Fails to Descend. If after 14 
hours’ full dilatation the breech has not 
descended to bulge the perineum, action is 
indicated. The causes of this complication are 
either insufficient contractions or a large baby. 
This is the last chance to deliver by abdominal 
section. The alternative is breech extraction, 
which carries a fairly high foetal mortality 
except perhaps in very expert hands. If breech 
extraction is decided upon, be sure that the 
pelvis is not contracted and that dilatation is 
full. 

Very deep anaesthesia is necessary and the 
hand must not be inserted until the uterus is 
fully relaxed. Push up the breech if necessary 
and advance the hand slowly, palm towards 
the back of the legs, until the fingers reach 
the feet. Flex the fingers and pull down both 
feet together. Flexing the legs by pressure on 
the thighs as described in the old textbooks 
is impossible in most cases, as the knees are 
hyperextended and the space for manoeuvre 
is very limited. If both legs cannot be grasped 
together, bring down the anterior leg. Pull the 
legs out of the vagina and proceed with trac- 
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tion and fundal pressure. 

Difficulty with the Arms. Should the arms 
become extended and out of reach of two 
fingers, in the vagina, the L¢vset Manoeuvre® 
is recommended in all cases. This procedure is 
simple, easy to learn and almost always success- 
ful. It has been thoroughly tested and shown 
safe for the baby.’ 

Grip the baby in a towel by pelvis and 
thighs. Pull downwards towards the floor, 
keeping the shoulders in the mother’s sagittal 
plane until the angle of the anterior scapula 
is showing. This avoids nuchal displacement. 
Now rotate the body through 180 degrees so 
that the posterior arm becomes anterior and 
the posterior shoulder will appear under the 
symphysis. The arm usually falls out and, if it 
does not, is easily delivered with one finger. 
Rotate back to the original position and the 
other arm becomes anterior and is delivered. 
Occasionally the maneouvre has to be repeated, 
the shoulders coming a little lower with each 
rotation. 

The success of the maneouvre is explained 
by the fact that the posterior shoulder lies 
lower than the anterior due to the curve of 
the birth canal and, consequently, when it is 
turned to the front it is almost outside. It 
should be noted that it is unnecessary to 
insert the hand at any time, thus avoiding the 
danger of pressure on the cord. 

Difficulties with the Head: (a) The Head 
Fails to Enter the Brim. Occasionally the head 
fails to enter the pelvic brim immediately. 
With the left hand gently pull the ankles 
towards the floor and apply suprapubic pres- 
sure with the flat of the right hand. The head 
enters the brim in the transverse diameter; 
therefore keep the shoulders in the sagittal 
plane. It rotates as it descends. If the pelvis 
is flat, the occiput may not rotate to the front 
until the head is on the pelvic floor. If there 
is no disproportion, the head will always enter 
the brim. 

(b) The Head Fails to Emerge at the Out- 
let. If the head fails to bulge the perineum 
and the chin and mouth to emerge at the 
vulva with the Burns manoeuvre, it means that 
the head is not low enough in the pelvis. 
This bulging of the perineum must be watched 
for carefully and the manoeuvre stopped at 
once if it does not show. The cervical! spine 
may easily be damaged by hyperextension in 
these circumstances. Should the Burns 
maneouvre fail, life the baby upwards and 
apply forceps. Piper's forceps are the most con- 
venient, but most other types will do. Forceps 
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should only be used when the head is in the 
pelvis. They should always be applied if the 
soft tissues seem resistant. The use of forceps 
with the chin and mouth showing and the air 
passages cleared is the equivalent of a low 
forceps with a vertex and is an easy, unhurried 
operation. Many obstetricians recommend their 
use as routine, but I prefer to try the Burns 
manoeuvre once first. Rush!! has pointed out 
that suction may be a factor in preventing 
delivery of the head and recommends breaking 
the air seal by passing the fingers up to the 
fundus. I have never found this procedure 
necessary. 


CONCLUSION 


The practitioner must never be frightened of 
a breech. The very word seems to instil 
anxiety into many practitioners. If this simple 
routine is followed with a normal pelvis and 
an average sized baby, all will be well. 

Assist Nature and be patient until the um- 
bilicus is born. After this do not hurry but 
do not waste time. 

Beware of the multipara. She may have a 
contracted pelvis. 

Prolapse of the cord is more likely. 

A large episiotomy must be made early in 
all cases. There is much truth in the saying, 
‘the smaller the baby the larger the episio- 
tomy’. An episiotomy can always be repaired. 
A dead baby cannot. 
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OPSOMMING 
Die praktisyn moet nie skrik vir 'n stuitvoorligging 
nie. Die woord alleen is genoeg om sommige dok- 
ters bang te maak. As hierdie eenvoudige roetine 
met ’n normale bekken en ’n babetjie van gemid- 
delde grootte gevolg word, sal alles goed gaan. 

Help die natuur en wees geduldig totdat die 
nawel gebore word. Selfs hierna moet u nie haastig 
te werk gaan nie, maar daarenteen moet u ook nie 
tyd verkwis nie. 

Pasop vir die maultipara. Sy het miskien ’n saam- 
getrekte bekken. 

Uitsakking van die koord is waarskynliker. 

’‘n Groot episiotomie moet in alle gevalle vroeg- 
tydig gedoen word. Daar steek veel waarheid in 
die gesegde: ,Hoe kleiner die babetjie, hoe groter 
die episiotomie.’ ‘n Episiotomie kan altyd herstel 
word. Met 'n dooie babetjie is dit nie moontlik 
nie. 
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AINHUM (SPONTANEOUS DACTYLOLYSIS) 


JOSELLE R. REUBEN 


Medical School, University 


Ainhum is not so rare in South Africa as one 
is led to believe. The Department of Patho- 
logy of the University of Cape Town has 
compiled 4 histological reports, including the 
one discussed in this paper. Because of the 
straightforward nature of the condition, many 
other cases have not been dealt with histo- 
logically. In this case report an analysis is 
also..made of all the available literature on 
ainhum. 

Ainhum is a chronic, tropical or semi- 
tropical disease which occurs predominantly 
amongst male Negroes living on the West 
Coast of Africa, and in the West Indies and 
South America. Isolated cases have been 
reported in Europe, Russia, Istanbul, India and 


of Cape Town, Cape Town 


the United States of America. It is reported 
as being frequently seen in the Transkei. A 
few cases occurring amongst Whites have also 
been reported.®*® It is apparently a disease of 
adolescence, the greatest incidence being 
between the ages of 20-40. 

A constricting ring of fibrous tissue appears 
at the digitoplantar (and in rare instances the 
digitopalmar) fold, which deepens and finally 
produces spontaneous amputation of that digit. 
The toe distal to the encircling groove of 
fibrous tissue is bulbous, swollen and often 
painful. In the advanced stage this bulbous 
portion is attached to the foot by only a thin 
pedicle. The amputating process at first may 
be either painless or painful, until bone is 
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involved when the weight of the body in 
walking induces pain. The fifth and fourth 
toes are usually affected. (Cases have also been 
reported of involvement of the thumb and of 
the little finger!) It is mostly a unilateral 
involvement and it appears to be of a familial 
nature. 


CASE REPORT 


A 25-year-old unmarried African male (Groote 
Schuur Hospital No. 55/20555) complained 
of pain in the little toe of the left foot on 
walking. He was born at N’gobo (?) in the 
Transkei, and was living at Langa Location, 
Cape Province. A few weeks before coming 
to hospital he had been employed as a builder, 
but he had to stop working because of the 
incapacitating nature of the pain. 

On being questioned further, he stated that 
both small toes had been painful, but the right 
one was no longer so. The right side had 
started to pain in 1944 and the left in 1945. 
(The exact dates were unobtainable.) The 
pain was throbbing in nature, worse at night 
and localized to the little toes. Eventually 
the toes became swollen but the swelling sub- 
sided, and subsequently a fissure appeared at 
the metatarso-phalangeal joints. A cycle was 
then set up, in that the swelling recurred, and 
thereafter subsidence took place with further 
fissuring. 

The patient was well built and appeared 
to be healthy. His skin was smooth and 
showed no dermatological condition. There 
was no lymphadenopathy, jaundice, clubbing 
or stigmata of any kind. Pulse, 64 per minute; 
temperature, 98°F. blood pressure, 130/80 
mm. Hg. The cardiovascular, respiratory, 
gastro-intestinal and nervous systems were all 
intact. 

The left small toe was swollen to twice the 
normal size. A fissure 1.5 cm. deep surrounded 
the base of the toe except for the lateral 2 
cm., leaving the toe attached to the foot by a 
pedicle. The toe was tender on passive move- 
ment and pressure, and there was loss of func- 
tion. Only the left toe was painful on walking 
or when the weight of the body was thrown 
on to it. The right little toe was not swollen, 
but the medial half of the digit showed a 
fissure up to 1 cm. deep. It moved actively 
and was non-tender on pressure. The peri- 


pheral pulses were all present and of good 
amplitude. 

There were no previous illnesses of note. 
He did not drink and smoked a pipe very 
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occasionally. His diet was typical of his race 
and he claimed that he had always had enough 
to eat, his meals consisting mainly of stamp 
mealies, bread, meat and coffee. 

The only significant family history con- 
cerned his father, who had had the same con- 
dition bilaterally. The toes were amputated 
and the disease was arrested. His mother and 
5 sisters were free from this complaint. 

Under general anaesthesia a metatarso- 
phalangeal amputation was carried out and the 
patient, after making an uneventful recovery, 
returned home. 

Before amputation both feet were X-rayed. 
(No Wassermann test result was available.) 

The amputated toe was sectioned, and 
stained with haematoxylin and eosin and van 
Gieson’s stains. 


Fig. 1. Diagram of the appearance of ainhum invol- 
ving the little toe. 


MICROSCOPY OF THE SPECIMEN 


The most striking feature (Fig. 2A, H and E stain) 
was hyperkeratosis with some parakeratosis. Oedema 
of the cells of the Malpighian layer was also pre- 
sent. There was some plasma cell infiltration in 
the corium, and the capillary blood vessels seemed 
more prominent than usual. However, they showed 
no significant lesion. Some of the sweat glands 
showed degenerative changes. 

Fig. 2B (van Gieson’s stain) revealed the abun- 
dant dense fibrous tissue accumulation in the dermis. 
The basal layer of the epidermis at the site of 
constriction appeared somewhat flattened. The 
hyper- and parakeratosis were again evident. 


X-RAY REPORT 


The left fifth toe (Fig. 3A) shows sclerosis and 
fusion of the second and third phalanges. The soft 
tissue deformity (swelling and fissuring) is clearly 
shown. The right fifth toe (Fig. 3B) shows some 
sclerosis of the shaft of the first phalanx, but fusion 
of the second and third has not yet taken place. 
The fissure is also recognizable and appears to be 
adjacent to the area of sclerosis. The remaining 
bones of the feet show no changes. 
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Fig. 2A, Photomicrograph showing the salient histological features of ainhum. 
Fig. 2B. Photomicrograph of a section taken at the area of the constriction ring. With van Gieson’s stain 
area 1 stained yellow, indicating epithelial tissue, while area 2 was bright red, demonstrating the dense 


fibrous tissue accumulation in the dermis. 


Fig. 3A. Radiograph of reported case. Left foot 
showing the sclerosis and soft tissue deformity 
described. 

Fig. 3B. Right foot showing early changes. 


GENERAL DISCUSSION 


The aetiology of ainhum is still as obscure as 
it was when Messum (1821) and Clark (1860) 
first described the condition, or when de Silva 
Lima (1867) gave it its name. Various 
theories have been offered,’ none of which has 
been conclusively proved, inter alia: 

1. It is a localized form of scleroderma? (de 
Silva Lima, 1867). 

2. It is due to trophoneurosis—some trophic 
disturbance of the nerve centres? (Wucherer, 1872). 

It is due to injury and foreign bodies? (Eyles, 

86) 


4. It is due to congenital spontaneous amputation 
analogous to intra-uterine amputation? (Proust, 

89). 

5. It is a form of mutilating leprosy2 (Pacha, 
1897). 

6. It is due in some cases to the chigger flea 
(Tunga penetrans) as the constriction begins on 
the medial surface, and the soft tissue is frequently 
involved there by the parasite2 (Wellman, 1906). 

7. It is associated with an hereditary racial trait 
such as the ‘fibrogenetic’ tendency or sicklaemia, 
and is not an environmental disease.2, 4 

8. It is a race-bound naevoid disorder, in which 
gene action results eventually in an aberration of 
shape of a digit. The dystrophic response pattern 
in ainhum may develop at different ages with 
correspondingly differing clinical results.! 

The belief that the condition was caused by 
cicatrices resulting from cutting the toes with 
sharp jungle grasses!’ is no longer valid, as 
many reported cases occurred in people who 
customarily wore shoes.4;7:!! It is noteworthy, 
however, that the case report of Young’? ante- 
dates the onset of symptoms from the time the 
patient ‘experienced a slight grass cut’ on the 
proximal plantar surface of his left fifth toe. 

Montestru’c and Caubet? report a case of 
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ainhum occurring in a leper, and suggest 
leprosy as one of the possible causes of that 
condition. They note that whether ainhum 
involves the upper or lower limb, the digits 
involved are in the areas controlled by the 
ulnar or lateral popliteal (peroneal) nerves, i.e. 
those nerves most usually affected by the 
leprosy bacillus; but no investigators have been 
able to isolate the bacillus from the lesion. 

Shaffer’ advances the view that ainhum is 
a manifestation of various diseases rather than 
a disease on its own, and states the evidence 
on which his view is based. This view has 
been contested. In the 4 Groote Schuur Hos- 
pital cases mentioned, ainhum appeared to be 
a separate disease. 

Hucherson,'! reviewing 10 cases, always 
found a history of trauma? associated with the 
onset of symptoms. 

The familial tendency of the disease is noted 
by many authors, and Weinstein (1912) reports 
a case in which the patient's father, brother 
and nephew were affected* In this case the 
patient's father also suffered from the disease. 

Some writers report pain throughout the 
course of the disease,?;'” while others hold 
that it only develops in the later stages.4:%'3 
The cases reported on at Groote Schuur Hos- 
pital support the former finding. 

Stack'* reports endarteritis and a rarefying 
osteitis’: '3 of the bone distal to the point of 
constriction, but apparently these are not in- 
variable findings. He also notes the immobility 
of the affected toe as opposed to its fellow on 
the opposite side. This was noted in the 
present case. 

The pathology of the case described is 
mostly in keeping with other reports,”!!. '4 
but Kean and Tucker’ stress that the groove 
at the digito-plantar fold is not caused by a 
constricting band of fibrous tissue. Their view 
is not supported by the findings in the Groote 
Schuur Hospital cases, nor by those of Jacobs, 
Butz and Felts? Bony changes are variable, 
but some degree of atrophy is present in every 
case, depending on the duration of the lesion. 

An X-ray investigation of a case will show 
clearly the clinical condition.’ The soft tissue 
will be seen to be swollen distal to the con- 
striction, and there is usually fusion of the 
second and third phalanges. If the condition 


is advanced, there will be evidence of a patho- 
logical fracture!® involving the bone around 
which the fibrous constriction occurs. 

Two types of ainhum are referred to in the 
literature, true ainhum, and the ainhum-like 
syndrome® 7 which occurs as a manifestation 
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of, or is associated with, various diseases. The 
latter type may occur in leprosy, scleroderma, 
trophoneurosis, syphilis, diabetes’ and other 
metabolic diseases, cicatrix, hyperkeratosis pal- 
maris et plantaris, pityriasis rubra _pilaris, 
syringomyelia,’ and a form of congenital 
anomaly.® 

Ainhum must be differentiated from diabetic 
gangrene, Buerger’s disease, syringomyelia,!? 
Raynaud’s disease, sclerodactylia,!? and con- 
genital constriction from an amniotic band.” '° 


SUMMARY 


Ainhum is a self-limiting tropical or semi- 
tropical disease mainly affecting the fifth toe 
and causing its gradual amputation by a 
fibrous constriction band which develops near 
the base of that digit. 

No concomitant systemic effects have so far 
been associated with the disease which may, 
however, be superimposed on a_ pre-existing 
condition. 

The available medical literature has been 
reviewed and a brief résumé has been made 
of the various authors’ findings and views. 


OPSOMMING 


Ainhum is ’n selfbeperkende tropiese of halftropiese 
siekte wat veral die vyfde toon aantas, en die 
geleidelike afval daarvan veroorsaak ten gevolge van 
‘n veselagtige beperkende band wat naby die basis 
van daardie toon ontstaan. 

Geen begeleidende sistemiese effekte was tot dus- 
ver geassosieer met die siekte nie. Die kwaal kan 
hom egter toevoeg tot 'n voorafbestaande toestand. 

Die beskikbare mediese leesstof word in her- 

siening geneem en ‘n kort samevatting van die 
verskillende skrywers se bevindinge en sienswyses 
word verstrek. 
I wish to record my sincere appreciation to Mr. 
G. Sacks, F.R.C.S., Senior Surgeon, Groote Schuur 
Hospital, for permission to submit this case for 
publication and for reading the proof; Prof. J. H. 
Louw for his kind assistance; Prof. J. G. Thomson 
for allowing me to use the Pathology Department's 
records; Dr. H. Golby for assisting me with the 
histology; Mr. G. McManus and Mr. Todd for 
reproductions of the photomicrographs and X-rays; 
Mr. R. Parboo for acting as interpreter when the 
case history was taken; and Miss H. Chait for her 
never-ending patience in typing the MS. 
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CYANOSIS IN INFANCY 


ITS INVESTIGATION AND TREATMENT 


WALTER L. PHILLIPS, F.R.CS. 
Cape Town 


(Continued from p. 123) 


X-Ray Examination of the Cardiovascular 
System. The mother may have reported the 
presence of abnormal murmurs or thrills over 
the infant’s chest, and the clinical examination 
may have indicated that the cyanosis is of 
cardiac origin. It must be borne in mind, 
however, that an abnormal shunt between the 
pulmonary artery and vein may cause cyanosis, 
as most of the blood returns to the left side 
of the heart without passing through the lungs. 
Ordinary examination in cases ot pulmonary 
arterio-venous shunts or aneurysms may not 
reveal any clinical abnormality in the cardio- 
vascular system. 


Certain specific features of the cardiovascular 


system must be noted from the conventional 
P.A. view of the chest: 

(a) The position of the heart. 

(b) The size of the heart. 

(c) The shape of the heart. 

(d) The appearance of the pulmonary vascular 
pattern. 

Although the clinical and_ radiological 
examination may indicate that a congenital 
cardiac defect is the cause of the cyanosis, the 
precise abnormality may be difficult to diag- 
nose. A loud systplic murmur in a rapidly 
beating heart may be confused with the con- 
tinuous murmur of a persistent ductus arterio- 
sus. Normally, the right ventricle in a new- 
born child is relatively large, and the entire 


Figs. 14—15. Views showing a hiatus hernia with a considerable portion of the stomach in the thoracic 


cavity. 
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cardiac shadow may be distorted by the large 
size of the abdominal contents. Other special 
investigations will have to be performed to 
establish an exact diagnosis. 


Examination of the Alimentary System. 
Atresia of the oesophagus is the commonest 
cyanosis-producing lesion of the alimentary 
system. This condition, which manifests itself 
in very early infancy, is associated with bouts 
of coughing and choking when attempts are 
made to feed the child. 

If the condition is unrecognized, the infant 
usually succumbs to an aspiration pneumonia. 
This abnormality should be kept in mind, as 
only thus can it be more frequently recognized. 
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Bypraks 


Figs. 16—18. Opacity of the entire right lung. 
Bronchography (lateral view) showing agenesis 
of the right lung and bizarre distribution of the 
bronchi on the left side. 
Bronchography—oblique view. 


The lesion can be detected radiographically. 
If an atresia is present, there is a strong pos- 
sibility that the opaque medium used to out- 
line the oesophagus will run through a fistu- 
lous opening into the trachea. Barium is most 
irritating to the lung and, therefore, in the first 
week of life, iodized oil must be used instead 
of barium, if the intention is to outline the 
oesophagus radiographically. Similarly, if a 
tracheo-oesophageal fistula is actually suspected, 
only iodized oil should be used, irrespective 
of the infant’s age. 

On the other hand, much evidence can be 
obtained from a barium swallow, which can 
be employed when due regard has been given 
to the foregoing facts. The barium swaliow 
examination should demonstrate the following 
features : 

1. Abnormal position of the oesophagus in 
relationship to the aorta, e.g. the dextro-position 
of the aorta in Fallot’s tetralogy may be associated 
with a rightsided vessel, the aortic indentation being 
on the right side. 

2. Abnormal constrictions of the oesophagus, as 
seen in cases of congenital aortic ring. 

3. Shortening of the oesophagus due to congenital 
changes or due to displacement of part of the 
stomach in cases of diaphragmatic hernia (Figs. 14 
and 15). 


4. The complete examination of the alimentary 
tract with barium may show that part of it has 
herniated into the chest. Occasionally, reduplicated 
portions of the tract may be present. ; 

Bronchoscopy. In infancy, the bronchi can 
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be inspected as far as the second and, occasion- 
ally, the third division of the trachea. This 
examination must be done under general 
anaesthesia. It is a difficult procedure in new- 
born infants, because the trachea and bronchi 
are so small. The examination must be 
speedily performed. The presence of a 4 mm. 
bronchoscope between the vocal cords acts as 
an irritant and may lead to oedema of the 
glottis. The examination should not last 
longer than 10 minutes, and the nursing staff 
should be warned that a tracheotomy may 
become a matter of urgency. A tracheotomy 
set, therefore, should always be available. 
Infants should be placed in a steam tent imme- 
diately after the bronchoscopy, as this reduces 
the danger of oedema of the glottis. 

The examination involves, firstly, an inspec- 
tion of the epiglottis and glottis. A congeni- 
tally flaccid epiglottis or abnormality of the 
cords may be responsible for a stridor, and 
occasionally for a slight temporary cyanosis. 

The position of the trachea must be 
inspected, as it may be displaced towards the 
side of an atelectatic lung, or pushed towards 
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Figs. 19—20. Postero-anterior view and bron- 
chography of infant 4 days old for tension cyst. 
Fig. 21. Post-lobectomy view of same patient 
at 7 days of age. 


the opposite side by a collection of air or fluid 
in the pleural cavity (Figs. 16-18). 

The carina or bifurcation of the trachea is 
normally thin, mobile and centrally situated. 

The bronchi should admit the 4 mm. 
bronchoscope, and the bronchial walls should 
be inspected for abnormal pressure from with- 
out, leading to narrowing of the lumen, or for 
the widening of the lumen that is seen with 
atelectasis of the lung. The contents of the 
bronchi must be noted. Secretions should be 
aspirated and samples removed for examina- 
tion. It may be difficult to visualize foreign 
bodies. 

Infants even a few days old can be broncho- 
scoped. 

Bronchography. This should be carried out 
at the same time as bronchoscopy, to avoid 
exposing the child to an extra anaesthetic. It 
is not generally realized that bronchography 
can be done on an infant 4 days old, the im- 
portant part of the investigation being the use 
of the correct quantity of iodized oil. Fatal 
respiratory obstruction may result from over- 
dosage. A child 4 days of age may require as 
little as 1 c.c. of iodized oil to outline its entire 
bronchial system (Figs. 19-21). 

This investigation will demonstrate any 
abnormal bronchial development. A _ lesion 
such as a congenital cyst can be localized, and 
a decision can be made whether the bronchial 
tree has suffered permanent damage. The main 
purpose of bronchography is to obtain an 
accurate pre-operative picture of segmental dis- 
tributions. This is important, as normal pul- 
monary segments can be preserved when the 
disease process only involves certain segments 
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of a lung lobe, e.g. bronchiectasis (Fig. 22). 

Tomography. In certain cases, this special 
radiographic examination may take the place 
of bronchography. In infancy, the levels must 
be done at small intervals, because an infant's 
chest is not very deep. Difficulty is always 
encountered in keeping the infant still for a 
period long enough to allow of a full and 
complete examination. 

Angiocardiography and Cardiac Catheteriza- 
tion, These investigations are used to obtain 
information about the pressure gradients and 
the arrangements and sizes of the different 
cardiac chambers. The study of the flow of 
dye in the blood stream will indicate the pre- 
sence of abnormal communications between 
the heart chambers, as seen in Fallot’s tetralogy. 


Fig 22. Postero-anterior view showing right middle 
lobe atelectasis. 


Abnormality in the size of chambers of the 
heart can be demonstrated, e.g. in cases of 
tricuspid atresia or incomplete development of 
the right ventricle. 

These investigations are essential if the 
cyanosis is due to a congenital heart lesion of 
undetermined origin. 

Selective angiocardiography is one of the 
special investigations that can be performed. 
The cardiac catheter is passed through the 
venous channels into the right side of the 
heart and then, if possible, to the doubrful 
area. With the catheter lip in position, dye 
is introduced and selective films are then taken. 
The cardiac catheter can also be introduced 
into a peripheral artery and so back into the 
aorta, so that special selective views can be 
taken of this vessel and its branches. 

Electrocardiography. Electrocardiography 
may afford assistance in certain congenital 
lesions causing cyanosis, e.g. in cases of tri- 
cuspid atresia, where the congenital cyanotic 
lesion is associated with left ventricular hyper- 
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trophy, the electrocardiogram will give a diag- 
nostic lead. 

Pathological Investigations. Certain patho- 
logical investigations may assist in making or 
confirming a diagnosis, e.g. in miliary tuber- 
culosis and tuberculous meningitis associated 
with cyanotic attacks, the cerebrospinal fluid 
may show a characteristic appearance and actu- 
ally contain tubercle bacilli. 

The blood picture in a congenital cyanotic 
heart lesion usually evidences a marked poly- 
cythaemia. 

The urine and the blood may show the pre- 
sence of abnormal blood pigments due to 
haemolysis. 

TREATMENT 


The treatment of cyanosis in infancy can be 
classified under the following headings : 

(1) Emergency treatment. 

(2) Curative treatment. 

(3) Restorative or operative treatment. 

Emergency Treatment, Where the cyanosis 
is due to a respiratory tract obstruction, imme- 
diate attempts should be made to clear these 
passages. Bronchoscopy provides a means of 
aspirating of mucus and foreign bodies, as 
well as of allowing of an inspection of the 
tract. 

Tracheal obstruction may exist without any 
evidence of any secretions within the respira- 
tory tract. Tracheotomy may prove a life- 
saving measure. It should be emphasized that 
not all infants with recession of the ribs and 
indrawing of the lower end of the sternum, 
require a tracheotomy. If, however, there is 
evidence that the recession and the indrawing 
are Causing cyanosis, or strain on the heart, a 
tracheotomy is certainly indicated. 

A tension pneumothorax or a tension cyst 
of the lung may require urgent treatment 
when the heart is affected or cyanosis is 
present. 

Curative Treatment. Curative treatment is 
not always emergency treatment. Immediate 
life-saving manoeuvres are usually not neces- 
sary in cases with a large empyema, a tumour 
of the chest, a diaphragmatic hernia or a 
pneumonitis. Careful but rapid assessment 
should establish a diagnosis, following on 
which treatment should be commenced as soon 
as possible. Cyanosis denotes inadequate 
oxygenation and is generally progressive. The 
older the child becomes, the greater are its 
demands; and thus if the pulmonary circula- 
tion is inadequate at a few days of age, it will 
be far more so when the infant is a few 
months old. 

Restorative and Palliative Treatment. Cases 
of arterio-venous fistula or a persistent ductus 
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arteriosus with pulmonary hypertension, can 
be cured by operation. Admittedly the sur- 
geon would prefer to perform the operation at 
a later date, but where there is a chance that 
a delay would prove dangerous, he must per- 
force operate during infancy. 

Palliative surgery can be performed in full 
cognizance of the fact that it will not effect a 
cure, e.g. in Fallot’s tetralogy the abnormalities 
will persist in some degree, but the effects of 
the condition will be ameliorated by the 
anastomosing operations of Blalock and Potts. 

It may be necessary to give the child oxygen 
throughout the treatment period in an attempt 
to lessen the strain on its heart and lungs. 
Careful pre-operative and post-operative 
management will help to lessen the risks of 
treatment. 

It is obvious that the entire question of 
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treatment hinges on the diagnosis. If the con- 
dition can be cured or improved, careful but 
urgent thought must be given to the timing 
of the treatment. 

In all cases, the operative risks must be 
weighed squarely against the hazards of the 
existing condition. 


OPSOMMING 


Die ondersoek van die verskillende stelsels om 
sianose te diagnoseer, word deur die skrywer in 
oénskou geneem. 

Nood-, genesende-, herstel- en verligtingsbehande- 
lings word kortliks beskryf. Daar word beklemtoon 
dat die behandeling van diagnose afhang, en indien 
die toestand genees kan word nadat dit vasgestel 
is, moet sorgvuldige maar dringende aandag aan 
die tyd van behandeling bestee word. 

In alle gevalle moet die gevare van ’n operasie 
opgeweeg word teen die gebrek waaraan die suige- 
ling ly. 


A MEDICAL ATLAS 


KWASHIORKOR 
HARVEY COHEN, M.B., B.CH. 


Department of Paediatrics, Coronation Hospital and the 
University of the Witwatersrand, Johannesburg 


Malnutrition is a wide term used _indis- 
criminately in the description of a large variety 
of conditions. 

In infants and young children a syndrome 
of malnutrition is common and has been 
labelled kwashiorkor. This Gold Coast 
word literally means ‘deprived one’. It refers 
to the infant who has been taken off the breast 
of the mother who has again become pregnant. 

The condition in many respects is similar 
to the protein-deficiency picture seen in adults, 
but presents a well described, easily recognized 
symptomatology, although the aetiology and 
the pathogenesis are not clearly understood. It 
is almost world-wide in its distribution and 
usually occurs in infants in the age group 6 
months to 2 years, a period which coincides 
with the practice of the ‘weaning of the 
infant’. 

Characteristically these infants present as 
previously fairly well nourished subjects who 
possibly, as a result of a low protein intake 
or perhaps after a prolonged period of gastro- 
enteritis, develop oedema, hair changes, skin 
pigmentations, irritability, anorexia, diarrhoea, 
vomiting and varying degrees of avitaminosis. 
The characteristic changes found in the blood 
are hypoproteinaemia with a reversal of the 


albumin : globulin ratio. 

Examination of the urine does not show any 
abnormal constituents, although there is as a 
rule a decreased urinary output. 

Hepatomegaly is a usual finding and tests 
frequently show disturbance of liver function. 

Fig. 1 shows the difference between 2 child- 
ren—the bigger normal child is bright, happy 
and interested, while the smaller infant (who 
suffers from kwashiorkor) appears uninterested 
and miserable. The lustreless, depigmented 
hair of the small infant differs from the black, 
kinked hair of the bigger child. 

The noticeable oedema of the limbs and 
puffiness of eyes and face are characteristic. 

The pigmentary skin changes (usually 
referred to as dyspigmentation) occur on the 
exposed parts of the body as well as along 
lines of friction and irritation. Thus the face, 
limbs and buttocks, the waist and the arm- 
pits are usual sites of these lesions. Early skin 
lesions may resemble petechial haemorrhages, 
but sections have shown these lesions to con- 
sist of deposits of lipid-like substances. While 
the lesions do in some respects resemble pel- 
lagra, they are in fact not true pellagrous 
rashes. 

Not infrequently there may be associated 
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Fig. 1, Malnutrition in one member of a twin. 


manifestations of avitaminosis, the commoner Rickets is rarely seen as an associated 

lesions being cheilosis of riboflavine deficiency phenomenon in these cases. 

and the xerophthalmia and keratomalacia of Treatment is directed towards correction of 
vitamin A deficiency. the protein deficiency and basically consists of or 
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the administration of preparations of protein 
milk; thus skimmed milk (acidified or other- 
wise) is the basis of treatment and other pro- 
tein hydrolysates or protein foods are added. 
Vitamin preparations do not appear to affect 
the clinical course of the disease and are, in 
fact, regarded as being contra-indicated. 
Response to treatment is slow. The anorexia 
has to be overcome before sufficient food is 
taken to supply the protein requirements. 
Usually the child develops a diuresis after 5-7 
days in hospital and slowly returns to normal. 


OPSOMMING 


Die skrywer verstrek ’n beskrywing van die kliniese 
beeld van kwashiokor wat, in baie opsigte, amper 
soos die proteien-gebrek-beeld by volwassenes lyk. 

Die toestand word in feitlik alle dele van die 


NOTES AND NEWS :- 


RHEUMATISM ASSOCIATION OF SOUTHERN 
AFRICA 


The Inaugural Meeting of this new Association will 
be held on Wednesday, 3 April 1957 at 8 p.m. at 
Medical House, Esselen Street, Johannesburg. 

Those interested in obtaining further particulars 
of the Association should communicate with the 
Honorary Secretary, Dr. A. L. Lomey, 509 Medical 
Centre, 209 Jeppe Street, Johannesburg. (Tele- 
phone: 22-2052) 


FACULTY OF MEDICINE OF THE UNIVERSITY 
OF NATAL 


STATEMENT BY HEADS OF DEPARTMENTS OF THE 
FACULTY ISSUED IN DURBAN ON 13 FEBRUARY 
1957 


The University of Natal authorities requested that 
until the Special Meeting of the University Council 
had been held on 12 February 1957, we should 
refrain from making any public statement of our 
views on the intention of the Government to remove 
the contsol of the Faculty of Medicine from the 
University of Natal. We are now in a position to 
make some observations. 

When we joined the staff of the University of 
Natal to initiate this new Faculty, we did so because 
we believed that this University would ensure full 
academic development and the maintenance of a 
high standard of medical education. These objec- 
tives have in fact been achieved and the curriculum 
of study approved by the University Senate and the 
South African Medical and Dental Council has been 
framed on the basis of modern trends in medical 
education. 

The student body includes Africans from various 
states of Southern Africa, as well as African, 
Coloured and Indian students from widely scattered 
parts of the Union. Despite the initial suspicions 


of the student body and the non-European public 
generally as to the quality of a Faculty which did 
not include European undergraduate students, a basis 
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wéreld aangetref, en kom meestal voor by suigelinge 
in die ouderdomsgroep 6 maande tot 2 jaar, die 
waarbinne die suigeling gewoonlik gespeen 
word. 


Die velletsels is nie ’n suiwere pellagra-uitslag 
nie 

Dikwels is daar geassosieerde tekens van avita- 
minose, gewoonlik aan vitamiene Aen B 

Engelse siekte word selde as ’n geassosieerde ver- 
skynsel in sulke gevalle aangetref. 

Behandeling bestaan uit die verbetering wan die 
vitamiengebrek. Dit skyn asof die vitamienpreparate 
geen invloed op die kliniese verloop van die siekte 
het nie. Trouens, dit lyk asof daar ’n kontra- 
indikasie vir die gebruik van hierdie preparate is. 

Die reaksie op die behandeling is stadig. Anorek- 
sie moet te bowe gekom word voordat genoeg 
voedsel geneem kan word om in die _proteien- 
behoeftes te voorsien. Na ongeveer ’n week in die 
hospitaal ontwikkel die kind gewoonlik ’n oormatige 
urine-afskeiding, en keer dan stadig tot normaal 
terug. 


BERIGTE 


for confidence has been developed. Within a short 
time, a considerable degree of trust has been estab- 
lished between staff and students. 


The foundation for this trust was provided by 
the inclusion of this Faculty within the academic 
structure of a recognized University. 


Without consultation either with the University 
of Natal or members of its academic staff, the 
Government has decided to change the status of the 
Faculty. This disregard of the University constitutes, 
in our view, a serious challenge to University edu- 
cation in general, and an affront to our University in 
particular. 

While there has been no Government statement 
as to which authority will in future assume control 
of our Medical School, it is significant that the 
University of South Africa has been asked to become 
the examining body and to award the degrees only. 
The University of South Africa caters for external 
students only. Furthermore, it has been reported in 
the Press that the relevant Bill is to be introduced 
by the Minister of Native Affairs, Dr. H. F. Ver- 
woerd, and not by the Minister of Education, who 
until now has been the responsible Minister in 
respect of higher education. 

The Minister of Education has stated that the 
decision to change the status of this Faculty was 
reached on the basis of a report by a committee of 
Government departments. Neither the University 
authorities nor any member of its academic staff 
were interviewed by this inter-departmental commit- 
tee. Equally disturbing is the Minister’s refusal to 
make public this committee’s report. 

We regard this action as being particularly deplor- 
able in the light of the history of the establishment 
of our Medical School and the tremendous efforts 
made by the University of Natal over the past 10 

ears. 

‘ When relationships between a Government and 
a University reach the stage at which there is no 
consultation on matters of vital concern to the 
University, the democratic foundation essential for 
the development of a true University education no 
longer exists. Assurances previously given are appa- 
rently no longer valid. Thus, at the official opening 
of the new medical school buildings on 5 July 1955, 


* * * 
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the present Minister of Education emphasized that 
the Government would not interfere with the Uni- 
versity’s development of this Faculty. If transfer 
of the control of the Faculty, without any consul- 
tation with the University, is not regarded as inter- 
ference, then indeed moral values have little further 
meaning. In these circumstances, there can be no 
foundation of trust between University academic staff 
and the authorities now governing higher education 
in the country. 

In the absence of this basic trust, and with the 
separation of this Faculty from a true University 
environment, we see little possibility for carrying 
into effect the initial ideals which motivated us in 
joining the University of Natal. 


I. Gordon, 
(Dean and Professor of Pathology). ~ 


E. B. Adams, 
(Professor of Medicine). 
Derk Crichton, 
(Professor of Obstetrics & Gynaecology). 


Theodore Gillman, 
(Professor of Physiology). 
A. E. Kark, 
(Professor of Surgery). 
Sidney L. Kark, 
(Professor of Social, Preventive & Family Medicine). 
J. A. Keen, 
(Professor of Anatomy). 
(See also p. 163) 
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Atkinson, R. J. C. Stonehenge. London: Hamil- 
ton, 1956. 

Bell, G. H. Textbook of physiology and _bio- 
chemistry. 3 ed. Edinburgh: Livingstone, 1956. 

Berriman, A. E. Historical metrology. London: 
Dent, 1956. 

Bidney, D. Theoretical anthropology. New York: 
Columbia U.P., 1953. 

Cameron, G. R. New pathways in cellular patho- 
logy. London: Arnold, 1956. 

Campbell, W. C. Operative orthopaedics. 3 ed. 
London: Kimpton, 1956. 2 v. 

Camps, F. E. Practical forensic medicine. Lon- 
don: Hutchinson, 1956. 

Chesser, E. The sexual, marital and family 
relationships of the English woman. London: 
Hutchinson, 1956. 

Ciba Foundation. Colloquia on ageing. London: 
Churchill, 1954. V. 2. 

Ciba Foundation. Ciba Foundation symposium on 
paper electrophoresis. London: Churchill, 1956. 

Copenhagen. National Museum. Danish antiqui- 
ties. — Gyldendalske. 1948. Library has 
v. 1-4. 

Daley, R. Progress in clinical medicine. 3 ed. 
London: Churchill, 1956. 


Dundee, J. W. Thiopentone and other thiobarbi- 
turates. Edinburgh: Livingstone, 1956. 

Evans, R. W. Histological appearances of tumours 
with a consideration of their histogenesis and certain 


30 Maart 1957 


MeEDIESE ByDRAES 


aspects .of their clinical features and _ behaviour. 
Edinburgh: Livingstone, 1956. 

Gibberd, G. F. Short textbook of midwifery. 6 
ed. London: Churchill, 1955. 

Grant, J. C. B. Atlas of anatomy. 4 ed. London: 
Bailliére, 1956. 

Green, D. E. Currents in biochemical research, 
1956. New York: Interscience, 1956. 

Hamilton, W. J., ed. Textbook of human 
anatomy. London: Macmillan, 1956. 

Henderson, D. Textbook of psychiatry. 8 ed. 
Oxford U.P., 1956. 

Hutchison, R. Clinical methods. 
don: Cassell, 1956. 

Illingworth, C. F. W. Textbook of surgical patho- 
logy. 7 ed. London: Churchill, 1956. 
we H. Sexual precocity. Oxford: Blackwell, 


13 ed. Lon- 


Kabat, E. A. Blood chemistry substances. New 
York: Academic, 1956. 

Katz, L. N. Clinical electrocardiography. Lon- 
don: Kimpton, 1956. 2 v. Library has v. 1: 
The arrhythmias with an atlas of electrocardiograms. 

Lowden, T. G. The casualty department. Edin- 
burgh: Livingstone, 1955. 

Marshall, A. H. E. Outline of the cytology and 
of the reticular’ tissue. Edinburgh: Oliver 
& Boyd, 1956. 

Martin, P. Peripheral vascular disorders. 
burgh: Livingstone, 1956. 

Meyer, A. Prefrontal leucotomy and related opera- 
tions. Edinburgh: Oliver & Boyd, 1954. 

Mollison, P. L. Blood transfusion in clinical 
medicine. 2 ed. Oxford: Blackwell, 1956. 

Montagna, W. The structure and function of 
skin. New York: Academic Press, 1956. 

Moody, D. L. The pa psychiatric syndromes. 
Bristol: Wright, 1956. 

National Cancer Conference. Second. Cincinnati. 
Proceedings, 1952. 

New York. Hospital Council of Greater New 
York. Organized home medical care in New York 
a. Cambridge, Mass.: Commonwealth Fund, 
1956. 

Novak, E. Textbook of gynecology. 5 ed. Lon- 
don: Bailliére, 1956. 

Percival, G. H. Introduction to dermatology. 12 
ed. Edinburgh: Livingstone, 1956. 

Perkins, E. S. Atlas of diseases of the eye. Lon- 
don: Churchill, 1957. 

Pye, W. ~ Surgical handicraft. 
ae Wright, 1 6. 

Sequira, J. H. Diseases of the skin. 6 ed. Lon- 
don: Churchill, 1957. 

Shaw, W. Textbook of gynaecology. 7 ed. Lon- 
don: Churchill, 1956. 

Shedlovsky, T. Electrochemistry in biology and 
medicine. New York: Wiley, 1955. 

Sheldon, W. P. H. Diseases of infancy and child- 
hood. 7 ed. London: Churchill, 1955. 

Slobody, L. B. Survey of clinical pediatrics. 2 
ed. New York: McGraw-Hill, 1955. 

Smout, C. F. V. Anatomy and physiology for 
students of physiotherapy. 3 ed. London: Arnold, 
1956. 
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Snodgrass, R. E. Anatomy of the honey bee. 
London: Constable, 1956. 

Springett, V. H. Minimal pulmonary tuberculosis 
found by mass radiography. London: Lewis, 1956. 

Talbott, J. H. Collagen diseases. New York: 
Grune & Stratton, 1956. 

Thorek, P. Surgical diagnosis. Philadelphia: 
Lippincott, 1956. 

Whitfield, I. C. An introduction to electronics 
. physiological workers. London: Macmillan, 
1953. 


* * * 


Dr. L. R. McQuillan has changed his address and 
is now practising at Medical Centre, Second Floor, 
Corner of Heerengracht and Hans Strydom Avenue, 
Cape Town. (Telephone: 2-7319). 


* * * 


Dr. Louis Schrire, M.Sc., M.B., Ch.B., D.O.MLS., 
Ophthalmic Surgeon, is now in practice at 517 
Medical Centre, Heerengracht, Cape Town. (Tele- 
phones: Rooms: 2-8327; Residence: 7-3914). 
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Aangesien dr. Alice Cox van private praktyk afge- 
tree het, het dr. Benjamin Chesler vanaf Desember 
1956 en drs. Max Feldman, Carl Jeppe en Fred 
Frankel in psigiatriese praktyk te bovermelde adres 
aangesluit. 

Dr. Chesler het ook die praktyk van wyle dr. 
Felix du Toit oorgeneem. 


A DEXEDRINE REFERENCE MANUAL 


The Smith Kline & French International Co., repre- 
sented in South Africa by M. & J. Pharmaceuticals 
(Pty.) Ltd., have recently published an extremely 
useful monograph surveying the history, pharma- 
cology and therapeutic applications of Dexedrine 
Sulphate. 

The action of the drug on the various systems 
of the body (pp. 11-21) provides a rational basis 
for its clinical uses (pp. 25-45). 

A fairly full list of references precedes a useful 
index. This concludes a handbook which medical 
practitioners should find of considerable value. 

The monograph has been distributed in South 
Africa by M. and J. Pharmaceuticals (Pty.) Ltd., 
Diesel Street, Port Elizabeth. 


PREPARATIONS AND APPLIANCES 


UROPOL 


Uropol is a combination product for the treatment 
of urinary tract infections. It contains tetracycline, 
sulphamethizole and phenylazo-diamino-pyridine 
hydrochloride. 

Uropol is specifically designed to combat urinary 
tract infections and to relieve the discomfort and 
pain resulting from such infections. 


Each Uropol Capsule contains: 


Tetracycline hydrochloride 125 mg. 
Sulphamethizole 250 mg. 
Phenylazo-diamino-pyridine HC1 50 mg. 


Uropol exhibits the broadest possible antibacterial 
spectrum against urinary tract pathogens by com- 
bining in one capsule the broad spectrum antibiotic 
tetracycline and the outstandingly soluble sulpho- 
namide sulphamethizole. 
Furthermore, for the relief 
of pain and discomfort, 
the widely used urinary an- 
algesic, phenylazo-diamino- 
pyridine HCl has been 
incorporated into the pro- 
duct. 

Tetracycline has a high 
order of activity against 
the pathogens usually 


found in urinary tract in- 
fections such as E. coli, 
aerogenes, Proteus, Strep- 
tococcus faecalis and 
Staphylococcus aureus. 
ag: Sulphamethizole is the 


safest and most effective 
available 


fections. It has been 

proven to be particularly 
active against the commonly encountered urinary 
tract pathogens such as Escherichia coli and inter- 


medium, Pseudomonas aeruginosa, Aerobacter aero- 
genes, Proteus vulgaris and Streptococcus faecalis. 
Furthermore, it is one of the most soluble sulpho- 
namides. 

The use of a combination of tetracycline and 
sulphamethizole enables the physician to treat the 
patient with a product of an enhanced antibacterial 
spectrum and of superior antibacterial effect. 

It appears quite likely that synergism between 
tetracycline and sulphamethizole actually exists. In 
the case of gonorrhoea it has, for instance, been 
determined that the sulphonamides actually poten- 
tiate the action of tetracycline. The excellent results 
obtained in the clinics with Uropol bear out the 
likelihood of synergism. 

Phenylazo-diamino-pyridine hydrochloride is in- 
corporated in the formula of Uropol because of 
its proven outstanding analgesic effect specifically 
upon the genito-urinary system. It provides prompt 
and penetrating local analgesic effect and alleviates 
dysuria, frequency and urgency. In particular it 
also provides relief of pain and burning on urination 
and its analgesic action is limited to the urinary 
tract without any accompanying generalized sedation 
or narcosis. 

Indications: Uropol is indicated in the treatment 
of cystitis, urethritis, pyelitis, pyelonephritis, urete- 
ritis and prostatitis due to bacterial infection; prior 
to and following genito-urinary surgery and instru- 
mentation; prophylactically in patients with indwell- 
ing catheters, urethrostomies, urinary stasis and cord 
bladders. 

Dosage: This will vary somewhat with the 
severity of the infection, the condition of the patient 
and other factors. In general 2 Uropol Capsules 
4 times a day are recommended for the adult patient. 

Packaging: Uropol is available in bottles of 24 
capsules. Each capsule contains 125 mg. tetracycline 
hydrochloride, 250 mg. sulphamethizole and 50 mg. 
phenylazo-diamino-pyridine hydrochloride. 

Sole South African Distributors: Bristolabs (Pty.) 
Ltd., P.O. Box 2515, Telephone 24-5195, Tohannes- 
burg. 
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TETREX CAPSULES 


A NEW SINGLE ANTIBIOTIC COMPOUND (A 
TETRACYCLINE PHOSPHATE COMPLEX) 


Tetrex is a new phosphate compound of tetracycline, 
developed by Bristol Laboratories. Within 1 to 3 
hours after administration, Tetrex provides faster, 
higher and more efficient tetracycline blood levels, 
practically double those 
obtained from _ tetra- 
cycline hydrochloride. 
Higher levels are main- 
for at least 24 

ours. 
BRISTOL Tetrex offers all the 
obvious advantages of 
specific, uncomplicated, 
easily controlled, single 
drug therapy—with an 


List No. 332 


TETREX 


Tetracycline antibiotic of proven 
Phosphete Complex efficacy and safety. 
250 wm, of Tetrex is the same 


as that of tetracycline 
hydrochloride, it is a 
well-known fact that 
different strains of any 
‘one species of organ- 
ism vary widely in 
their degree of sensitivity; and this is largely 
governed by the concentration of antibiotic at the 
point of infection. 

Clinical indications for Tetrex include many in- 
fections due to tetracycline-sensitive organisms: the 
respiratory and urinary tracts, gastro-intestinal, der- 
matological, rickettsial and certain viral infections; 
and for prophylaxis in surgery and obstetrics. 

Sole Scab African Distributors: Bristolabs (Pty.) 
es P.O. Box 2515, Telephone 24-5105, Johannes- 

urg. 


Tow, 


CHOLEDYL 


Allen & Hanburys (Africa) Ltd. announce the intro- 
duction of Choledyl, a new approach to oral theo- 


phylline therapy. 
Choledyl is cho- 


line theophyllinate, 
a stable, _— true 


chemical com- 
pound, clinically 
superior to theo- 
phylline _ethylene- 
diamine. It is an 
effective broncho- 


dilator and spasmo- 
lytic and a_ safe 
non-mercurial diu- 
retic. 

In marked con- 
trast to theophylline 
with ethylenedia- 
mine, gastro-intesti- 
nal tolerance to 
Choledyl is excel- 
lent. 

Indications: To 
relieve broncho- 
spasm; to reduce 
the occurrence of 
acute attacks of 
bronchospasm; for uninterrupted diuretic manage- 
ment in congestive heart failure and to reduce the 
frequency of attacks of pain in angina pectoris. 
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Dosage: For adults the suggested initial dose is 
200 mg. four times daily. The usual dosage for 
— over 6 years is 100 mg. 3 or 4 times 
aily. 

Presentation: Choledyl is available in tablet form 
in two strengths, each tablet containing choline 
theophyllinate 100 mg. (coloured pink) or 200 mg. 
(coloured yellow) in bottles of 100 or 500 tablets. 


METIMYCIN NASAL SPRAY 
SCHERING CORPORATION 


Description: Each c.c. of Metimycin Nasal Spray 
contains 1 mg. of the corticosteroid prednisolone 
acetate (Meticortelone), 3 mg. of the antihistamine 
chlorprophenpyridamine gluconate (Chlor-Trimeton), 
2.5 mg. of the vasoconstrictor phenylephrine hydro- 
chloride, 1.0 mg. neomycin sulphate and 0.05 mg. 
gramicidin for topical use in the nose. 

Advantages: The 
complementary 
tion of combined 
decongestive, anti- 
inflammatory and 
anti-allergic agents 
in Metimycin Nasal 
Spray affords both 
rapid and _pro- 
longed relief from 
nasal congestion 
and prompt control 
of intranasal inflam- 
mation and oedema. 

Metimycin is well 
tolerated by hyper- 
sensitive mucosal 
tissues. 

It maintains satis- 
factory relief with- 
out inducing  re- 
bound engorgement 
or other ephedrine/ 
epinephrine - like 


Schering 


side effects. 

Metimycin offers the broad-spectrum antibacterial 
action of neomycin and gramicidin, two antibiotics 
least likely to cause sensitization or to develop 
resistant strains of organisms. 

Indications: Metimycin Nasal Spray is indicated 
for the relief of nasal congestion and inflammation 
associated with acute or chronic rhinitis, vasomotor 
rhinitis, seasonal or non-seasonal allergic rhinitis 
including “.ay fever, sinusitis, nasopharyngitis, poly- 
posis associated with nasal allergy and aids in the 
prevention of secondary infection accompanying 
these conditions. 

Packaging: Metimycin Nasal Spray, 7.5 c.c. and 
15 c.c. plastic squeeze bottle. 

Metimycin Nasal Spray is manufactured in the 
Union of South Africa for and under the technical 
supervision of Schering Corporation by Scherag 
(Pty.) Ltd., Johannesburg. 

ANTHIPHEN, BROLENE AND BILIODYL 


Maybaker (S.A.) (Pty.) Ltd. announce the introduc- 
tion of 3 new products. 
ANTHIPHEN (ANTHELMINTIC) 

Anthiphen brand dichlorophen is a new anthel- 
mintic preparation which has found effective 
in the treatment of human infestation by the tape- 
worms Taenia saginata and Dipylidium canis. 

The expulsion of round worms has frequently 
been observed following the administration of 
dichlorophen so that the compound would appear to 
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be effective against this parasite. It is gritial pated that 
Anthiphen will be effective against T. solium. 

The use of Anthiphen involves no interference 
with the patient's ordinary routine, and no starving 
of purgation is required. 

Anthiphen is supplied as 0.5 g. tablets in con- 
tainers of 12 and 500. Dosage is based on one 


tablet per 16 lb. body weight, the total dose being 
taken at the one time. No ill effects are to be 
expected. 

Anthiphen is being made generally available as a 
result of extensive clinical investigations in South 
Africa which show it to be both safe and effective 
in the treatment of tapeworm infestation. 


BROLENE EYE OINTMENT 


Brolene brand dibromopropamidine isethionate Eye 
Ointment is a new preparation for the treatment 
of acute and chronic conjuntivitis and corneal 
ulceration caused by a variety of organisms, and for 
the prevention and treatment of infection in super- 
ficial traumatic eye lesions. 

Brolene contains 0.15% dibromopropamidine 
isethionate in the B.P. base for eye ointments (wool 
fat 10% and soft yellow paraffin 90%); and it is 
supplied in 5 g. applicator tubes. 


BILIODYL FOR ORAL CHOLECYSTOGRAPHY 


Biliodyl brand phenobutiodil is a new oral chole- 
cystographic medium. It may be employed by the 
usual technique for oral cholecystography, the inter- 
val between ingestion and the maximum gall bladder 
concentration being the convenient one of about 12 
hours. 

The average adult dose of Biliodyl is 3 g. (6 
tablets), but this may be in- 
creased if desired. Excel- 
lent visualization of the gall 
bladder is secured when there 
is no gross dysfunction, to- 
gether with visualization in 
most cases of part, of occa- 
sionally even of the whole, 
of the biliary tree. Side 
effects, apart from the nausea 
so commonly complained of 
by ‘gall bladder patients’ are 
mild and infrequent, Béliodyl 
being probably superior in 
respect of tolerance, and un- 
absorbed residues in the 
hepatic flexure are not seen. 

Biliodyl is supplied as tab- 
lets of 0.5 g. phenobutiodil 
in tubes of é tablets. 
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RASTINON 


AN ORAL HYPOGLYCAEMIC AGENT FOR THE 
TREATMENT OF DIABETES MELLITUS 
Certain sulphone-urea derivatives found to lower the 
blood sugar in a way differing from that of insulin, 
after almost 3 years’ extensive clinical trials in Ger- 
many, the United Kingdom, Canada and the U.S.A., 
may now be used clinicallly for the treatment of 
forms of diabetes mellitus due to an impairment in 

the utilization of insulin. 

Rastinon, N-(4-methyl-benzenesulphonyl)-N’-butyl 
urea, a product of Farbwerke Hoechst A.G., Frank- 
furt, Germany, is the latest development in this 
important field. Rastéinon is not sulphanilamide and 
therefore no 
anti-bacterial 
motherapeutic _ef- 
fect. Toxic-reactions 
have, as yet, not 
been described. The 
drug is  recom- 
mended, by the 
makers, for main- 
tenance therapy, 
with a view to suc- 
cessfully stabilizing 
the diabetic patient. 

Indications: Ac- 
cording to the clini- 
cal experience ac- 
quired up to the 
present, the follow- 
ing are indications 
for Rastinon thera- 


Py: 

I. Diabetics with- 
out-previous insulin 
treatment : 

Suitable for stabi- 
lization both as in-patients and out-patients. 

(a) Favourable outlook: 

Diabetes mellitus in the older obese patients. 

(b) Less favourable outlook: 

Tall, slim, asthenic patients, hyperthyroidism. 

II. Diabetics with low insulin requirement: 

In-patient stabilization is advisable. Out-patient 
stabilization permissible provided there is careful 
expert selection of suitable patients, with regular 
daily blood and urine sugar control. 

Ill. Diabetics with moderately high and high in- 
sulin requirements: 

Stabilization must take place in hospital; out- 
patient stabilization is contra-indicated. 

(a) Favourable outlook: Diabetes mellitus in 
elderly obese and hypertensive patients, with hypo- 
glycaemic manifestations during insulin therapy 
accompanied by circulatory reactions. 

(b) Less favourable outlook: Diabetes mellitus of 
long duration in elderly patients with complications. 

(c) Unfavourable outlook: Diabetes mellitus in 
asthenic and hyperthyroid patients with high insulin 
requirements. 

Contradictions: Juvenile diabetes mellitus; severe 
ketosis; diabetic precoma and coma; decompensation 
due to febrile infections; operations; severe func- 
tional impairment of the kidneys; acute and chronic 
liver affections. 

Packaging: Tubes of 20 tablets, bottles of 40 
and 200 tablets (0.5 g.). 

Sole South African Distributors: Newport Trad- 
ing Corporation (Pty.) Ltd., P.O. Box 1871, Johan- 
nesburg. 
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PREPARATE EN TOESTELLE 


UROPOL 


Uropol is ’n saamgestelde produk vir die behandeling 
van infeksies van die urineweé. Dit bevat tetrasik- 
lien, sulfametisol en fenilaso-diamine-piridien-hidro- 
chloried. 

Uropol is spesifiek ontwerp vir die bestryding van 
infeksies van die urineweé en vir die verligting van 
die ongerief en pyn wat uit sodanige infeksies voort- 
spruit. 

Iedere Uropol-kapsule bevat : 


Tetrasiklien-hidrochloried 125 mg. 
Sulfametisol 250 mg. 
Fenilaso-diamine-piridien-HC1 50 mg. 


Uropol toon die allerbreedste antibakteriese spek- 
trum teen patogene van die urineweé deur die same- 
voeging in ’n enkele kapsule van die breé-spektrum- 
antibioticum tetrasiklien en die voortreflik oplosbare 
sulfonamied—sulfametisol. 
Temeer, vir die verligting 
van pyn en ongerief word 
ook die allerweé gebruikte 
pynstillende middel, fenil- 
aso -diamine-piridien-HC1 
by hierdie produk gevoeg. 

Tetrastklien openbaar ’n 
groot mate van bedrywig- 
heid teen die patogene 
wat gewoonlik in gevalle 
van infeksies van die 
urineweé aangetref word, 
soos E. coli, Pseudomonas, 
Aerobacter aerogenes, Pro- 
teus, Streptococcus faecalis 
en Staphylococcus aureus. 

Sulfametisol is die 
eveiligste en doeltreffendste 
sulfonamied wat verkryg- 
© baar is vir die spesifieke 

behandeling van infeksies 
"van die urineweé. Dit 

het die bewys gelewer dat 
dit besonder doeltreffend is teen die patogene wat 
gewoonlik in die urineweé aangetref word—bv. 
Escherichia coli, en intermedium, Pseudomonas 
aeruginosa, Aerobacter aerogenes, Proteus vulgaris en 
Streptococcus faecalis, Daarbenewens is dit ook die 
mees oplosbare sulfonamied. 


Deur ’n samestelling van tetrasiklien en sulfa- 
metisol te gebruik, word die geneesheer in staat 
gestel om die pasiént te behandel met ’n produk 
wat ’n verhoogde antibakteriese spektrum en 'n voor- 
treflike bakterie-bestrydende effek het. 

Dit is allesins moontlik dat daar in werklikheid 
’n sinergistiese effek tussen tetrasiklien en sulfameti- 
sol bestaan. In the geval van druiper is daar, 
byvoorbeeld, vasgestel dat die sulfonamiede in werk- 
likheid krag aan die effek van die tetrasiklien ver- 
leen. Die voortreflike resultate wat met Uropol in 
klinieke behaal is, steun die moontlikheid van 
sinergisme. 

Fenilaso-diamine-piridien-hidrochloried word by 
die formule van Uropol ingesluit weens die bewese 
en voortreflike pynstillende effek wat dit spesifiek op 
die geslags-urinére stelsel het. Dit het ’n vinnige 
en deurdringende plaaslike pynstillende uitwerking, 
en verlig disurie en die frekwensie en dringendheid 
van urinelosing. In besonder verlig dit die pyn en 
branderigheid wat met urinelosing gepaard gaan, 
maar die pynstillende effek daarvan bly beperk tot 


BRISTOL 


LABORATORIES INC. 


die urineweé sonder enige begeleidende algemene 
kalmering of narkose. 

Indikasies: Uropol word aangedui vir die be- 
handeling van blaasontsteking, urinebuisontsteking, 
nierbekkenontsteking, nier-en-nierbekkenontsteking, 
urineleieronsteking en prostataontsteking wat deur 
bakteriese infeksie veroor word; voor en na 
geslags-urinére chirurgie en instrumentbehandeling; 
profilakties by pasiénte met ’n ingesteekte kateter, 
- in gevalle van uretrotomie, urinére stase of koord- 

ase. 

Dosis: Dit verskil na gelang van die erns van 
die infeksie, die toestand van die pasiént en ander 
faktore. Oor die algemeen word 2 Uropol-tablette 
4 maal per dag vir ’n volwasse pasiént aanbeveel. 

Verpakking: Uropol is verkrygbaar in bottels van 
24 kapsules. lIedere kapsule bevat 125 mg. tetra- 
siklienhidrochloried, 250 mg. sulfametisol, en 50 mg. 
fenilaso-diamine-piridien-hidrochloried. 

Alleenverspreiders vir Suid-Afrika: Bristolabs 
(Pty.) Ltd., Posbus 2515, Telefoon 24-5105, Johan- 
nesburg. 


TETREX-KAPSULES 


NUWE ENKELE ANTIBIOTIESE SAMESTELLING (’N 
TETRASIKLIEN-FOSFAAT-KOMPLEKS ) 


Tetrex is ’n nuwe fosfaatsamestelling van tetrasik- 
lien, ontwikkel deur Bristol Laboratories. Binne 1 
tot 3 uur na toediening verskaf Tetrex sneller, hoér 
en doeltreffender tetrasiklien-bloedpeile wat feitlik 
twee keer groter is as 
dié wat met tetrasik- 
lien-hidrochloried ver- 
kry word. Die hoér 
peile word ten minste 
24 uur lank gehand- 
haaf. 

Tetrex bied u al die 
voor die hand liggende 
voordele van spesi- 
fieke, ongekompliseer- 
de, maklik beheerbare 
enkele - middel - tera- 
pie—met ’n antibioti- 
cum van bewese doel- 
treffendheid en veilig- 
heid. 

Terwyl die basiese 
mikrobe - bestrydende 
spektrum van Tetrex 
dieselfde is as dié van 
tetrasiklien - hidrochlo- 
ried is dit ’n bekende feit dat verskillende tipes van 
enige bepaalde soort organisme grootliks van mekaar 
kan verskil vir sover dit hul mate van sensitiwiteit 
betref; en dit word grootliks bepaal deur die kon- 
sentrasie van die antibioticum by die infeksie-punt. 

Die kliniese indikasies vir Tetrex sluit baie van 
die infeksies in wat aan tetrasiklien-sensitiewe 
organismes te wyte is, sowel as asemhalings-, urine- 
stelsel-, spysverterings-, dermatologiese, rickettsia- en 
sekere virus-infeksies; en vir profilakse in chirurgie 
en verloskunde. 

Alleenverspreiders in Suid-Afrika: Bristolabs (Pty.) 
Ltd., Posbus 2515, Telefoon 24-5105, Johannesburg. 


CHOLEDYL 


Allen & Hanburys (Africa) Ltd. kondig die beskik- 
baarstelling aan van Choledyi, ’n nuwe benadering 


tot die probleem van mondelinge teofiliienterapie. 


Fach fer, 
ad 


i 
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lien-teofillinaat, ’n 
stabiele, suiwer 
chemiese samestel- 
ling, wat klinies 
doeltreffender is as 
teofillienetileendia- 
mine. Dit is ’n 
doelmatige broncho- 
verwyder en kramp- 


bestryder, en ‘n 


Choledyl is cho- 


veilige nie-kwik- 
houdende _urineaf- 


“In  opvallende 
teenstelling met teo- 


van 
Choledyl ’n voor- 
treflike 4 spysverte- 
tingsverdraagsaam- 


Indikasies: Vir 
die verligting van 
bronchokrampe; om die voorkoms van akute aanvalle 
van bronchokramp te verminder; vir die ononder- 
broke beheer oor urine-afskeiding in gevalle van 
kongestiewe hartkwaal, en vir die vermindering van 
die aantal pynaanvalle by pasiénte wat aan angina 
pectoris ly. 

Dosis: Vir volwassenes is die aanbevole aanvank- 
like dosis 200 mg. 4 maal per dag. Die gewone 
dosis vir kinders wat ouer as 6 jaar is, is 100 mg. 
3 of 4 maal per dag. 

Aanbieding Choledyl word beskikbaar gestel in 
tabletvorm: en in twee sterktes. Iedere tablet bevat 
cholien-teofillinaat 100 mg. (ligroos gekleur) of 200 
“ (geel gekleur), in bottels van 100 of 500 tab- 
ette. 

METIMYCIN NEUS-SPROEIMIDDEL 
SCHERING CORPORATION 


Iedere ks. Metimycin Neus-sproeimid- 
del bevat 1 mg. van die kortikosteroied, prednisoloon 
asetaat (Meticortelone), 3 mg. van die antihistamien, 
klorprofenpiridamien glukonaat (Chlor-Trimeton), 
2.5 mg. van die vaatvernouer fenielefrien hidro- 
chloried, 1.0 mg. neomisien sulfaat, en 0.05 mg. 
gramisidien vir plaaslike gebruik in die neus. 
Voordele: Deur 

die aanvullende 
werking van mid- 
dels wat stuwing, 
ontsteking en aller- 
gié teenwerk, ver- 
skaf Metimycin 
Neus - sproeimiddel 
snelle en langdurige 
verligting van neus- 
verstopping en 
daadwerklike 
heer van ontsteking 
en edeem van di 
Metimycin irti- 
teer nie oorgevoe- 
lige neus-slymvliese 


nie, 
Dit handhaaf be- 
vredigende 
ting. sonder. die 
ongewenste bykom- 
stige effekte soos 


Schering 
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bv. terugkerende stuwing van die slymvliese, wat 
pear middels soos efedrien en epinefrien veroorsaak 
word, 

Metimycin bied aan die breé spektrum anti- 
bakteriese werking van neomisien en gramisidien, 
die twee antibiotica wat die minste neigings toon 
tot die ontwikkeling van weerstandbiedende orga- 
nismes. 

Aanduidings: Die gebruik van Metimycin Neus- 
sproeimiddel word aangedui vir die verligting van 
neus-verstopping en ontsteking verwant aan akute of 
kroniese rinitis, vasomotoriese rinitis, allergiese toe- 
stande wat nie aan die jaargety verbonde is nie, 
insluitend hooikoors, sinusitis, nasofaringitis, poli- 
pose verwant aan allergie van die neus-slymvliese 
asook ter voorkoming wan die sekondére besmettings 
wat hierdie toestande mag vergesel. 

Verpakking: Metimycin Neus-sproeimiddel 7.5 ks. 
en 15 ks. plastiese spuitbottel. 

Metimycin Neus-sproeimiddel word in die Unie 
van Suid-Afrika vervaardig deur Scherag (Edms.) 
Beperk, Johannesburg, namens en onder die teg- 
niese leiding van Schering Corporation. 


ANTHIPHEN, BROLENE EN BILIODYL 


Maybaker (S.A.) (Pty.) Ltd. kondig die beskikbaar- 
stelling van 3 nuwe preparate aan. 


ANTHIPHEN (WURMAFDRYWENDE PREPARAAT) 


Anthiphen, ’n soort dichlorofeen, is ’n nuwe wurm- 
afdrywende preparaat wat bewys van sy doeltreffend- 
heid gelewer het by die behandeling van die besmet- 
ting van die mens deur die lintwurms Taenia 
saginata en Dipylidium canis. 

Die afdrywing van ronde wurms is dikwels waar- 
geneem volgende op die toediening van dichloro- 
feen. Gevolglik skyn dit asof dié samestelling teen 
hierdie parasiet doeltreffend is. Daar word verwag 
dat Anthiphen teen T. soléum doeltreffend sal wees. 

Die gebruik van Anthiphen bring geen versteuring 
van die pasiént se gewone roetine mee nie, en geen 
uithongering of purgeermiddels is nodig nie. 

Anthiphen word verskaf in die vorm van tab- 
lette van 0.5 g. in houers van 12 en 500. Die 
dosis is gebaseer op een tablet vir iedere 16 pond 


liggaamsgewig, en die totale dosis word op 'n keer 
geneem. Geen slegte gevolge hoef verwag te word 
nie. 

Anthiphen word algemeen beskikbaar gestel ten 
gevolge van uitgebreide kliniese ondersoek in Suid- 
Afrika wat aangetoon het dat dit sowel veilig as 
doeltreffend is vir die behandeling van lintwurm- 
besmetting. 


BROLENE-OOGSALF 
Brolene-oogsalf,  soort dibromopropamidien- 
isetionaat, is 'n nuwe preparaat vir die behandeling 
van akute en chroniese oogbindvliesontsteking en 


fillien met etileen- 
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verswering van die horingvlies wat deur ‘n ver- 
skeidenheid van organismes veroorsaak word, sowel 
as vir die voorkoming en behandeling van infeksie 
in oppervlakkige oogletsels. 

Brolene bevat 0.15%  dibromopropamidien- 
isetionaat in die B.P.-basis vir oogsalwe (wolvet 
10% en sagte geel paraffien 90%), en word verskaf 
in applikatorbuisies van 5 g. 


BILIODYL (’N MONDELINGE CHOLECYSTOGRAFIESE 
MIDDEL) 


Biliodyl, ’n soort fenobutiodiel, is ’n nuwe monde- 
linge cholecystografiese middel. Dit kan toegedien 
word ooreenkomstig die gebruiklike tegniek vir 
mondelinge cholecystografie. Die tussenpose tussen 
opneming en die maksimum-galblaas-konsentrasie is 
besonder gerieflik—ongeveer 12 uur. 

Die gemiddelde dosis Biliodyl vir volwassenes 
is 3 g. (6 tablette) maar, indien verlang, kan dit 
vermeerder word. Voortreflike veraanskouing van 
die galblaas is moontlik (mits 
daar geen ernstige disfunksie 
is mie), sowel as ‘veraan- 
skouing in die meeste gevalle 
van ’n gedeelte, en soms selfs 
die hele galboom. Bykom- 
stige effekte, afgesien van die 
mislikheid waaroor galblaas- 
pasiénte so dikwels kla, is 
gering en kom selde voor. 
Wat verdraagsaamheid betref, 
is Biliodyl waarskynlik beter 
en ongeabsorbeerde oorblyf- 
sels in die lewerboog word 
nie waargeneem nie. 

Biliodyl word verskaf in 
die vorm van tablette van 
0.5 g. fenobutiodiel, in bui- 
sies wat 6 tablette bevat. 


RASTINON 


'N HIPOGLIKEMIESE MIDDEL VIR DIE BEHANDELING 
VAN DIABETES MELLITUS 


Na uitgebreide kliniese proefnemings oor 'n tydperk 
van byna 3 jaar in Duitsland, die Verenigde Konink- 
ryk, Kanada en die Verenigde State, is dit duidelik 
dat sekere sulfoon-ureumderivate wat die bloed- 
suiker verminder op ’n ander manier as wat insulien 
dit doen, nou klinies gebruik kan word vir die 
behandeling van sekere soorte diabetes mellitus wat 
toegeskryf moet word aan ’n vermindering van die 
vermoé om gebruik van insulien te maak. 
Rastinon, N-(4-metiel-benseensulfoniel)-N’-butiel- 
ureum, ‘n produk van Farbwerke Hoechst A.G., 
Frankfort, Duitsland, is die jongste ontwikkeling op 
hierdie belangrike gebied. Rastinon is nie 'n 
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sulfanilamied nie, 
en het derhalwe 
geen bakteriebe- 

strydende chemo- 
terapeutiese _ effek 
nie. Toksiese  re- 
aksies is tot dusver 
nog nie beskryf nie. 
Die vervaardigers 
beveel die middel 
vir instandhou- 
dingsterapie aan 
sodat die lyer aan 
suikersiekte op ’n 
geslaagde wyse ge- 
stabiliseer kan 
word. 

Indikasies: Vol- 
gens die kliniese 
ondervinding wat 
tot dusver opge- 
doen is, is die vol- 
gende indikasies vir 
Rastinon-terapie : 

I. Suikersiektely- 
ers wat nie tevore met insulien behandel is nie: 

Geskik vir stabilisasie van binne- sowel as buite- 
pasiénte. 

(a) Gunstige vooruitsig: 

Diabetes mellitus by die ouer, swaariywige pasiént. 

(b) Minder gunstige vooruitsig: 

Lang, slanke, asteniese pasiénte, hiperskildklier- 
ongesteldheid. 

Il. Suikersiekterlyers met ’n lae insulienbehoefte: 

Binnepasiént-stabilisasie is raadsaam. Buitepasiént- 
stabilisasie is veroorloof, mits geskikte pasiénte sorg- 
vuldig en op ’n deskundige wyse uitge: word, en 
mits daar gereelde daaglikse bloed- en urinesuiker- 
kontrole is. 

Ill. Suikersiektelyers met ’n betreklik hoé en hoé 
insulien-behoefte : 

Stabilisasie moet in die hospitaal plaasvind. Daar 
is kontra-indikasies vir buitepasiént-stabilisasie. 

(a) Gunstige vooruitsig: Diabetes mellitus by be- 
jaarde, swaarlywige en hipertensiewe pasiénte, met 
hipoglikemiese manifestasies tydens insulienterapie, 
vergesel van bloedsomloopreaksies. 

(b) Minder gunstige vooruitstg: Langdurige dia- 
betes mellitus by bejaarde pasiénte met komplikasies. 

(c) Ongunstige vooruitsig: Diabetes mellitus by 
asteniese pasiénte wat aan _hiperskildklierongesteld- 
heid ly en ’n hoé insulienbehoefte het. 

Kontra-indikasies: Diabetes mellitus by jong 
mense; ernstige ketose; diabetiese prekoma en koma; 
dekompensasie veroorsaak deur koorsige infeksies; 
operasies; ernstige funksionele beskadiging van die 
niere; akute en kroniese leweraandoeninge. 

Verpakking: Buisies met 20 tablette, bottels met 
40 en 200 tablette (0.5 g.). 


REVIEWS OF BOOKS 


LEPTOSPIROSIS 


Diagnosis and Typing in Leptospirosis: Report 
of a Study Group. World Health Organiza- 
tion: Technical Report Series, 1956, No. 113; 
11 pages. 1s. 9d. Pretoria: Van Schaik’s Book- 
store (Pty.) Ltd. 


Alleenverspreiders in Suid-Afrika: Newport 
Trading Corporation (Pty.), Ltd., Posbus 1871, 
Johannesburg. 

Leptospirosis is transmitted to man_ primarily 


through the urine of infected animals contaminating 
water and sometimes food, and also by direct con- 
tact with infected animals. A large number of 


different types of leptospires exist and it is possile 
to distinguish between them only through laboratory 
Owing to the 


tests involving serological reactions. 
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great diversity of methods and techniques consider- 
able confusion arises, making comparison of results 
obtained in laboratories in different parts of the 
world exceedingly difficalt. 

In order to lay the foundations for a standardiza- 
tion of techniques used in the diagnosis of lepto- 
spirosis and the typing of pathogenic strains, WHO 
convened a study group, whose Report has just been 
published. 

The Report stresses that agglutinogens, determined 
by agglutination and cross-absorption reactions with 
immune rabbit serum, remain the best criteria for 
the classification of the leptospires into serotypes. 
Standardization of sera, i.e. specific reference sera 
to be made available to research workers, is one of 
the fundamental requirements for standardization 
techniques. The Group examined the results of 
comparative assays of sera corresponding to 6 sero- 
types of leptospires carried out by 8 laboratories in 
different countries. The conclusion reached by the 
Group was that reference sera should be prepared, 
as far as possible, for all the types and sub-types at 
present well established, and should be made avail- 
able in the form of freeze-dried preparations. Refer- 
ence labratories, set up in various parts of the 
world, in collaboration with FAO, would then 
receive the sera and hold them in’ readiness for 
supply to national laboratories and specialist research 
workers. These laboratories would also provide cul- 
tures of leptospiral strains and would assist workers 
wishing to identify and classify new strains. An 
additional duty of the reference laboratories would 
be to train specialist laboratory technicians. 

Following the recommendations made by the 
Study Group, reference centres for leptospirosis have 
already been designated at Amsterdam, London, 
Tokyo and Washington, D.C. Additional centres 
are expected to be designated in the near future. 


AANVULLENDE INLEIDINGSARTIKEL 


DIE GENEESKUNDIGE RAAD EN DIE 
DURBANSE MEDIESE SKOOL 


Die ernstigste vraagstuk wat nog ooit op ‘n 
vergadering van die Suid-Afrikaanse Genees- 
kundige Raad te berde gebring is, was die plan 
van die Regering om die Durbanse Mediese 
Skool te skei van die Universiteit van Natal 
wat lewe daaraan geskenk het, en dit onder 
beheer van ’n Staatsdepartement te plaas. 

In die demokratiese samelewings waaraan 
ons deur kultuurbande verbind is, is so ’n ver- 
nietiging van universiteitsoutonomie, veral vir 
sover dit mediese opleiding betref, absoluut 
sonder weerga. 

Op die oog het dit geskyn asof die opvoed- 
kundige probleem wat deur die voorgestelde 
stap van die Regering geskep is, ’n suiwer 
politieke aangeleentheid was waarby die Ge- 
neeskundige Raad as sodanig geen belang het 
nie. Daarenteen dui die bestek van die Raad 
se pligte, soos omskryf in Artikel 93 van die 
Wet op Geneeshere, Tandartse en Aptekers, 
duidelik aan dat die Raad wel belang het by 
salle sake wat betrekking het op geneeshere 

. interns . . . (en) studente in geneeskunde 
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It is hoped that early in 1957 reference sera will 
have been prepared for the main serotypes of Lepto- 
spira. 

With regard to the problem of diagnosis, the 
Group describes in the report those methods which 
it deems particularly suitable for this purpose, viz. 
blood culture and animal inoculation in the initial 
stage of the disease, and during the second and 
third weeks the agglutination- lysis test, straight 
agglutination (microscopic) and the complement- 
fixation test (of restricted application at present). 


KIDNEY FUNCTION AND DISEASE 


British Medical Bulletin: Physiology and 

Pathology of the Kidney. (£1 per single copy. 

£2 10s. per volume of 3 numbers, with Index). 

Publishers: Medical Department, The British 

Council, 65 Davies Street, London, 

In the January number of Volume 13 (1957) of 
the British Medical Bulletin, Professor Robert Platt 
very appropriately says in his Imtroduction to this 
symposium : ‘ Truly, the study of the kidney is not 
a narrow speciality.’ 

Furthermore Professor Platt points out that the 
progress of medicine which has been made over the 
last 25-30 years can be attributed largely to the 
application of physiology to clinical medicine. 

This number of the British Medical Bulletin is 
not limited in its scope, and will prove of interest 
to a wide range of workers in such interrelated fields 
as physiology, pathology and biochemistry, and also 
to paediatricians, nutritionists and pharmacologists. 
This fact is amply brought out by reference to the 
names of some of the contributors, such as E. M. 
Darmady, R. A. McCance and E. M. Widdowson, 
G. C. Kennedy and Prof. Clifford Wilson, who has 
also acted as Scientific Editor. 


SUPPLEMENTARY EDITORIAL 
THE MEDICAL COUNCIL AND THE 
DURBAN MEDICAL SCHOOL 


The gravest issue ever raised in the South 
African Medical Council was the plan of the 
Government to remove the Durban Medical 
School from the University of Natal, which 
gave it birth, and to place the School under 
the control of a Department of State. 

In the democratic societies with which we 
have cultural ties, such a destruction of Univer- 
sity autonomy, especially in connexion with 
medical education, is unprecedented. 

Prima facie, the educational problem created 
by the proposed action of the Government 
appeared to be a purely political matter which 
was not the concern of the Medical Council. 
However, the scope of the Council's duties, as 
defined in Section 93 of the Medical, Dental 
and Pharmacy Act, indicates clearly that the 
Council 7s concerned with ‘all matters relating 
to medical practitioners . . . interns . . . (and) 
medical students’ [Section 93 (1)]}. 

Section 93 (2) reads: 


‘The Council ... may be required by the Minister 
to advise the Government on any matter within its 


‘ 
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{Artikel 93 (1)}. 

Artikel 93 (2) lui soos volg: 

sDie raad . . . moet. op versoek van die Minister 
die Regering van adyies dien omtrent enige saak 
wat binne sy gebied, val en moet aan die Minister 
inligtings meedeel wat hy in die loop van sy amps- 
werksaamhede omtrent sake van openbare belang 
verkry het.’ (Kursivering deur ons). 

Die saak is dus in die Raad te berde gebring deur 
middel van vrae, gestel deur prof. I. Gordon, Dekaan 
van die Fakulteit van Geneeskunde aan die Universi- 
teit van Natal. Uit die President se antwoord op 
prof. Gordon se vrae het duidelik geblyk dat die 
Geneeskundige Raad inderdaad nie geraadpleeg is 
deur die Minister nie; en die Raad het derhalwe 
besluit om die aangeleentheid as.’n saak van‘ dring- 
ende openbart belang te bespreek. 

In die loop van die debat het dit duidelik geword 
dat die Raad dit as sy plig beskou om geneeskundige 
onderrig, ooreenkomstig die Hippokratiese. tradisie 
en wetenskaplike beginsels, in stand te hou en te 
beskerm, en dat, as die politiek yan die dag inbreuk 
op hierdie akademiese sfeer maak, daar ’n verpligting 
op die Raad rus om tussenbei te tree. 

Na afloop van die debat het die Raad eenparig sy 
goedkeuring geheg aan ’n mosie wat deur die Presi- 
dent (prof. S. F. Oosthuizen) ingedien en deur prof. 
W. H. Snyman (Dekaan van die Fakulteit van Ge- 
neeskunde aan die Universiteit wan Pretoria) 
gesekondeer is, ten effekte: 

Dat die Suid-Afrikaanse Geneeskundige en Tand- 
heelkundige Raad onder meer belang het by die hele 
patroon van mediese onderrig, veral vir sover dit die 
aanvaarding van minimum-standaarde betref. 

Dit is onder die aandag van die Raad gebring 
dat ’n nuwe metode vir die beheer oor opleiding 
aan die Durbanse Mediese Skool in vooruitsig gestel 
word, en dat daar ’n moontlikheid is dat dit aan- 
leiding kan gee tot die ontstaan van ’n nuwe patroon 
wat miskien nie aanneemlik vir die Raad sal wees 
vir sover dit die opleiding van mediese praktisyns 
betref nie. 

As 'n statutére liggaam het die Raad ernstige 
verantwoordelikhede in verband met die opleiding 
van geneeshere. Met die oog op die voorkoming van 
onvoorsiene moeilikhede wat bes moontlik in die 
toekoms kan ontstaan wanneer die standaarde oor- 
weeg, en die fasiliteite, Skool en eksamens geinspek- 
teer moet word, wil die Raad eerbiediglik by die 
Minister van Onderwys en Gesondheid aan die hand 
doen dat, véér die aanname van die wetgewing wat 
op die oomblik voor die Parlement is, hy die nodige 
stappe moet doen om ondersoek in te stel na en 
verslag uit te bring oor die implikasies van die wet 
vir sover dit die verantwoordelikhede van die Suid. 
Geneeskundige en Tandheelkundige Raad 

tref. 

Die betekenisvolheid van die eenparigheid waar- 
mee hierdie mosie. aangeneem is, kan nie te sterk 
benadruk word nie. Dit beteken dat, wat ook al 
die persoonlike politieke gevoelens van die Raads- 
lede mag wees, hierdie gevoelens op die agtergrond 
geskuif is by die oorweging van wat bes moontlik 
n dreigement vir die standaarde van mediese op- 
leiding en praktyk kan wees. 

Deur sy optrede, d.w.s. die gages 2 van sy 

y 


duidelike en onomwonde plig om op ’n byna pyn- 


lik delikate kleurvraagstuk in te gaan, het die Ge- 
neeskundige Raad nie alleen aan Suid-Afrika nie 
maar ook aan die res van die wéreld getoon dat hy 
waardige en eerbare beskermheer van ons kos- 
baarste professionele maatstawwe is. 
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sphere, and shall communicate to the’ Minister in- 
formation acquired by it in the course of jits duties 
on matters of ‘public import’. (Italics inserted). 

The matter thus came before ‘the Council 
by way of questions put by Prof. I...Gordon, 
Dean of the Faculty: of Medicine. in the 
University of Natal. From: the President's 
reply to Professor Gordon's questions, it was 
clear that the Medical Council had, in fact, not 
been consulted by the Minister; and the Coun- 
cil itself resolved to debate the issue as one 
of urgent public import. 


In the course of the debate it became clear 
that the teaching of medicine, according to 
Hippocratic traditions and scientific principles, 
was a matter which the Council felt it its duty 
to preserve and protect, and that if the politics 
of the day intruded into this academic sphere, 
the Council had an obligation to intervene. 

At the’ end of the debate the Council unani- 
mously adopted a resolution, proposed by the 
President (Prof. S, F. Qosthuizen) and seconded 
by Prof. W. H. Snyman (Dean of the Faculty 
of Medicine in the University of Pretoria) to 
the effect : 

That the South African Medical and Dental 
Council is inter alia concerned with the entite pat- 
tern of medical education and particularly as far as 
the acceptance of minimum standards is concerned. 


It has been brought to the notice of the Council 
that a new method of control of education is en- 
visaged for the ‘Durban’ Medical» School that 
there is a possibility that this may lead to a new 
pattern which may not be acceptable to the Council 
for purposes of training of. medical practitioners. 


As a statutory body the Council has grave 
responsibilities in regard to medical education. In 
order to obviate unforeseen difficulties which may 
arise at some future date when the standards are 
to be considered and the facilities, School and 
examinations inspected, the Council respectfully sug- 
gest to the Minister of Education and of Health 
to take the necessary steps prior to enacting the 
legislation now before Parliament, to have the im- 
plications as they affect the responsibilities of . the 
South African Medical and Dental Council further 
investigated and reported upon. 

The significance’ of the unanimity with 
which this resolution was adopted cannot be 
over-emphasized. It means that, whatever the 
personal political prejudices of the Council 
members, these were set aside in the considera- 
tion of a possible threat to the standards of 
medical education and practice. 

By its action in recognizing its plain and 
forthright duty to deal with an embarrassingly 
delicate colour issue, the Medical Council has 
demonstrated not only to South Africa but also 
to the rest of the world that it is a worthy 
and honourable custodian of our most 
cherished professional standards. 
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the best-tolerated 
corticoid 


For easier, more economical control of rheumatic disease— 
with greatly lowered risk of undesirable effects —Cordex unites 
Delta-Cortef', the best-tolerated corticoid (5 times as potent 
as cortisone); and sodium-free acetylsalicylic acid, the best- 


tolerated salicylate. 


The additive anti-inflammatory activity of the Cordex for- 
mula equals that obtained with twice the amount of either 
compound used alone. Sodium free, Cordex may be used in 
rheumatic patients who have coexisting hypertension. 


Cordex is indicated in fibrositis, 
tendinitis, synovitis, myositis, bur- 
sitis, neuritis, lumbago, painful 
shoulder, non-articular rheuma- 
tism, allergic arthritis, osteoarthri- 
tis, mild or low-grade rheumatoid 
arthritis, and for maintenance 
therapy in severe rheumatoid™ 
arthritis. 


Each tablet of Cordex contains: 

Delta-1-hydrocortisone...0.5 mg. 
(Delta-Cortef) 

Acetylsalicylic acid.....300.0 mg. 

Average dosage: 1-2 tablets four 

times a day. e 

Bottles of 24 and 100 tablets. 


Fine pharmaceuticals 
since 1886 | Upjohn | 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN, U.S. A. 


LEMARK 


trravemann FOR THE UPJOHN BRAND OF 


one (peu 


Westdene Products (Pty.) Ltd., 


Johannesburg: 23 Essanby House, 175 Jeppe Street. 
Cape Town: 408 Grand Parade Centre, Castle Street. 
Durban: 66/67 National Mutual Buildings, Gardiner Street. 
Pretoria: 210 Medical Centre, Pretorius Street. 
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INTRODUCING 


TRADE MARK 


Active against all the 

common pathogenic organisms of 

the vagina including 

Trichomonas, Monilia and 

Haemophilus Vaginalis, the 

organism responsible for the 

so-cailed ‘non-specific’ infections. 

and a shorter period of treatment. 


PRESENTATION 

Sterisil is available in tubes sufficient for six 
applications and six disposable applicators are 
supplied in the same pack. 


Sterisil is effective for the treatment of all 
vaginal infections. It is recommended that a 
course of 12 applications be followed, even 
though a clinical cure may be achieved after six. 


VAGINAL GEL 


cam WARNER PHARMACEUTICALS (PTY.) LTD. 
$T-57-13 6-10 Searle Street, Cape Town 


Non-toxic. 
Non-staining. 
| 
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HYPERTENSION 
ope 


UNITENSEN R 


is a true hypotensive agent with virtually 


no side-effects. 


Cryptenamine tannate, a synthetic salt of 
a new ester alkaloid fraction of Veratrum 
viride, has a therapeutic to emetic ratio of 
| : 4, compared to the | : | ratio of other 
Veratrum alkaloids. 


UNITENSEN R 


tablets contain Cryptenamine tannate | mg. 
with 0.1 mg. of Reserpine. 


Further information available from: 


KEATINGS PHARMACEUTICALS LIMITED 
P.O. BOX 256 - JOHANNESBURG 
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LEDERPLEX LIQUID 


LEDERPLEX LIQUID 
| 


LIQUID 


does not “wear thin’ or go “flat” | 
over a prolonged dose regimen  cdiianied 


LEDERPLE 


Vitamin B-Complex 


ine mg. idoxine Inositol O mg. 
Riboflavin (B,) 2mg. Pantothenic had 2 Soluble Liver Fraction 470 mg. 
Niacinamide . « 10mg. Choline Vitamin B,, . 5 mcgm. 


Also offered in Capsule and Parenteral forms. 


LEDERLE LABORATORIES DIVISION ERICAN COM. PEARL RIVER, NEW YORK 
U.S. PAT. OFF. 


SOLE SOUTH AFRICAN DISTRIBUTORS: ALEX. LIPWORTH LTD., JOHANNESBURG, CAPE TOWN, DURBAN AND SALISBURY me ee 
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...contains B, and Folic Acid. 
; always tastes good—palatable orange flavor 
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FOR CONTROL OF CG GASTRIC ACIDITY 


1 327) 


e0(-292) 


‘701 255) 


46) 
301 109); 
20.079) 
to 


Bon 
— HCL 
GASTRIC ANALYSIS Sup gruel fractional 
test-meal curves of five cases of duodenal ulcer 


GASTRIC ANALYSIS Same patients as in Fig. 1, 
days later, showing the striking neutralizing effect of 
sucking Nulacin tablets (3 an hour). Note the return 
of acidity when Nulacin is discontinued 


Sole South African distributors: | Sole Rhodesian distributors: 
B.P.D. (S.A. (PTY.) LIMITED, | ®- F. OAKLEY & CO. (PVT.) LTD. 


NULACIN provides control of gastric acidity comparable with 
that obtained with intragastric milk-alkali drip therapy. It is the 
most convenient and effective form of treatment for bed and 
ambulatory patients. 


DOSAGE 


A NuLacin tablet, placed in the mouth and allowed to dissolve slowly, 
releases its contained medicaments at a rate that gives continuous neutrali- 
zation of the gastric juice. 


NULACIN tablets are indicated whenever neutralization of the gastric 
contents is required: in active and quiescent peptic ulcer, gastritis, gastric 
hyperacidity. 


Beginning half an hour after food, a NULACIN tablet should be placed in 
the mouth and allowed to dissolve slowly. During the stage of ulcer activity, 
up to three tablets an hour may be required. For follow-up treatment, the 
suggested dosage is one or two tablets between meals. 


NULACIN tablets are not advertised to the public and have no B.P. equiva- 
lent. NULACIN is freely available throughout South Africa and Rhodesia, 
in dispensing tubes of 25 tablets. 


NULACIN tablets are prepared from whole milk combined with dextrins 
and maltose, and incorporate Magnesium Trisilicate 3.5 grs.; Magnesium 
Oxide 2.0 grs.; Calcium Carbonate 2.0 grs.; Magnesium Carbonate 0.5 grs.; 
Ol. Menth. Pip. q.s. 
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bd — of Gastric Acidity. Brit. Med. J. 26th July, 1952, 2, 
Medical Lee of Peptic Ulcer. Med. Press 27th February, 1952, 
Notes on Remedial —_—_. Med. Rev. September, 1952, 46, 162 
Discussion on Peptic Ulceration. Proc. Roy. Soc. Med. May, 1953, 


The effect on Gastric Acidity of “‘NULACIN” Tablets. Med. J. Aust. 
26th November, 1953, 2, 823-824 

Control of Gastric Acidity by a New Way of Antacid Administra- 
tion. J. Lab. Clin. Med. 1953, 42, 955 

Further Studies on the Reduction of Gastric Acidity Brit. Med. J. 
23rd January. 1954, 1, 183-184 

Clinical Investigation into the Action of Antacids. The Practitioner 
July, 1954, 173, 46 

Management of Peptic Ulceration in General Practice. Med. World 
December, 1954, 81, 591-601 

Ambulatory Continuous Drip Method in the Treatment of Peptic 
Ulcer. Amer. J. Dig. Dis. March, 1955, 22, 67-71 
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An Introduction to 
Electrocardiography 


By L. Schamroth, 
M.B., B.Ch. (Rand), M.R.C.P.E., F.R.F.P.S. 


University of Witwatersrand and General Hospital, 
Johannesburg 


Table of Contents 


Chapter | Basic Principles. 
2 Myocardial Death, Injury and Ischaemia. 
3 Bundle Branch Block. 
4 Ventricular Hypertrophy. 
5 Digitalis and Potassium Effect. 
6 Disorders of Cardiac Rhythm. 
General Observations. 
Appendix: Elementary Electrophysiology. 


Special Features of this Book 


@ \t provides one of the simplest accounts avail- 
able of the electrical activity of the heart. 


@ It contains an easily understood explanation of 
disorders and disturbances of cardiac rhythm. 


@ A striking feature is the simplified presentation 
of the principles of unipolar electrocardio- 
graphy. 

@ Clarity of presentation has been the author’s 
aim. 


@ Theoretical considerations have been reduced 
to a minimum, emphasis being placed on the 
practical aspects of electrocardiography. 


@ Every statement has been profusely illustrated 
with virtually self-explanatory diagrams, 
necessitating a minimum amount of text. 


@ No specialized knowledge is needed to under- 
stand this account of electrocardiography. 


@ tis ideal for beginners (both undergraduate and 
post-graduate). 


Order Form 


To: Juta & Co., Limited, 


P.O. Box 30 P.O. Box 1010 
Cape Town Johannesburg 


Please forward copy/copies of 
Introduction to Electrocardiography'’ by 
L. Schamroth, price 21s. (Outside Cape 
Town 22s. 3d.) Packing and postage 9d. 
extra. - 

| enclose my remittance. Kindly debit 
my account *. 


Address 


* (Please delete words not required) 
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PROFESSIONAL APPOINTMENTS 


REHABILITATION ASSOCIATION FOR 
INJURED WORKMEN 


WORKMEN'S REHABILITATION CENTRE, 
JOHANNESBURG 


CASUALTY MEDICAL OFFICER e 


Applications are invited from bilingual registered 
Medical Practitioners for the full-time appointment 
of Casualty Medical Officer in the Workmen's 
Rehabilitation Centre, Corner Esselen and King 
George Streets, Hospital Hill, Johannesburg. 

The commencing salary will be within the range 
of £1,700 to £2,000 per annum inclusive of cost-of- 
living allowance, and depending on qualifications 
and experience. Further advancement will be 
dependent on merit and ability. 

The successful applicant will be expected to have 
had several years of post-graduate experience. 

Services may be terminated on giving three 
months’ notice on either side. 

Pension privileges will be available. 

Annual leave allowance—35 days, of which 14 
days will be cumulative. 

Applications to reach the Secretary, Rehabilitation 
Association for Injured Workmen, 15 Esselen Street, 
Hospital Hill, Johannesburg, not later than 5 p.m. 
on Thursday, 25 April 1957. 


PROFESSIONELE AANSTELLINGS 


REHABILITASIEVERENIGING VIR BESEERDE 
WERKSMENSE 


REHABILITASIESENTRUM VIR WERKSMENSE, 
JOHANNESBURG 


ONGEVALLE-MEDIESEBEAMPTE 


Aansoeke word ingewag van tweetalige geregistreerde 
mediese dokters vir aanstelling as ’n voltydse Onge- 
valle-Mediesebeampte in die Rehabilitasiesentrum 
vir Werkmense, op die hoek van Esselen en King 
Georgestraat, Hospitaalheuwel, Johannesburg. 

Die aanvangsalaris sal wissel tussen £1,700-£2,000 
per jaar, lewenskostetoelae ingesluit en onderhewig 
aan kwalifikasies en ondervinding. 

Verdere vordering sal van verdienste en bekwaam- 
heid afhang. 

Dit sal van die suksesvolle applikant verwag word 
dat hy in besit sal wees van enige jare van na- 
graadse ondervinding. 

Dienste kan beéindig word met drie maande 
wedersydse kennisgewing. 

Pensioenvoorregte sal beskikbaar wees. 

Jaarlikse verloftoelae—35 dae, waarvan 14 dae 
opgchoop kan word. 

Aansoeke moet aan die Sekretaris, Rehabilitasie- 
vereniging vir Beseerde Werksmense, Esselenstraat 
15, Hospitaalheuwel, Johannesburg, nie later as 5 
nm. op Donderdag, 25 April 1957 gerig word. 
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ASPECTS OF A CONDITION 


Bitten finger nails ¢ « « mute witnesses to the conflict within the mind - 
Covatin provides daytime sedation without hypnosis - Covatin is to be preferred to pheno- 
barbitone for it does not interfere with the alertness of the patient - Covatin is not habit-forming 
and has no side-effects - Covatin is available as 50 mg. sugar-coated tablets in bottles of 


TRADE MARK 
Formula : p-butylthiodiphenyl-methyl-2-dimethylaminoethyl sulphide hydrochloride 
WARNER PHARMACEUTICALS (PTY.) LTD. + 6-10 SEARLE STREET + CAPE TOWN 
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intensified Pfizer 


potency 
A dramatic 
achievement 


notable in 
greater freedom from ° 
effectiveness side effects corticosteroi d 


therapy 


analog of hydrocortisone 


TABLETS 


intensified potency 

3 to 5 times more potent than hydrocortisone 

or cortisone, yet with fewer side effects,’* providing 
a dramatically ‘augmented therapeutic ratio."' 


for superior 

systemic antirheumatic, 
antiallergic, 
antiphlogistic 
therapy 


greater effectiveness 

In arthritis, more rapid, prolonged relief of 

joint pain, stiffness and other objective and subjective 
symptoms. Markedly effective even where 

previous steroids have failed or where hormonal 
reactions preclude effectual therapy.'* 

!n bronchial asthma and dermatitis, similar superior clinical 
response has been reported in preliminary investigations. 


notable freedom from major side effects 
—seldom causes sodium or water retention; edema or 
weight gain; excessive potassium loss or hypertension; other 
reactions are usually minor and frequently transient.’ 


\, SUPPLIED: Scored 5 mg. oral tablets. Bottles of 10 and 20. 
ities al REFERENCES: 1. Bunim, J. J., et al.; J.A.M.A. 157:311, 1955. 2. Boland, 
we E. W.: California Med. 82:65, 1955. 3. Waine, H.: Bull. Rheumat. Dis. 5:81, 1955, 
4. Spies, T. O.: GP, in press. 


€ST. 1849 
World's Le Buducor of. Antibiclics 


PFIZER LABORATORIES S.A. (PTY) LTD. 
P.O. BOX 7324, JOHANNESBURG 


Sole Distributors: 
PETERSEN LTD. 
P.O. Box 38, Cape Town 


P.O. Box 5785, Johannesburg 
113 Umbilo Road, Durban, S.A. 


n “Trademark ot Chas. Plizer & Co, Inc. 
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Selsun 


SULFIDE | 
(SELENUIM 


for Effective Control of Seborrheic Dermatitis of the Scalp. 


@ Relieves itching, burning after two or three 
applications. 


@ Often effective where other treatment has 
failed. 


@ No resistant stains on hands, clothing. 
@ Leaves hair clean, easy to manage. 
@ No offensive odour after using. 


T PORT ELIZABETH - EAST LONDON - DURBAN - QUEENSTOWN - PIETERMARITZBURG 
Ubbott JOHANNESBURG - PRETORIA - BLOEMFONTEIN - CAPE TOWN 
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